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Chapter 1 Introduction

1.1 Attestation Disclaimer

Promoting Interoperability Program attestation confirms the use of a certified Electronic Health
Record (EHR) to regulatory standards over a specified period of time. TruBridge Promoting
Interoperability Program certified products, recommended processes, and supporting
documentation are based on TruBridge’s interpretation of the Promoting Interoperability Program
regulations, technical specifications, and vendor specifications provided by CMS, ONC, and NIST.
Each client is solely responsible for its attestation being a complete and accurate reflection of its
EHR use during the attestation period and that any records needed to defend the attestation in an
audit are maintained. With the exception of vendor documentation that may be required in support
of a client’s attestation, TruBridges bear no responsibility for attestation information submitted by
the client.

1.2 What's New

This section introduces new features and improvements for POC Reports for release Version 20.
A brief summary of each enhancement is given referencing its particular location if applicable.  As
new branches of Version 20 are made available, the original enhancements will be moved to the
Previous Work Requests section. The enhancements related to the most current branch available
will be listed under the main What's New section.

Each enhancement includes the Work Request (WR) Number and the description. If further
information is needed, please contact Client Services Support.

Ability to Flag Nursing Orders to Pull to Discharge Instructions and Discharge
Summary Reports - WR 1903010755

DESCRIPTION: Nursing Orders may now display on Discharge Instructions and Discharge
Summary Reports.

DOCUMENTATION: See Discharge Instructions  and Discharge Summary  Description and
Usage sections.

Floor Stock Report Launches Charging Application - WR 1711060905

DESCRIPTION: When the POC Floorstock Report is selected from the Virtual Chart, the Charging
Review screen is launched. From the Charge Review screen, users can select Patient Account
Detail Report.

DOCUMENTATION: See Patient Account Detail Report - Floor Stock Report

52 60

129
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Mean Arterial Pressure Added to Several POC Reports

DESCRIPTION: Mean Arterial Pressure (MAP) has been added to Patient Progress Notes, 24
Hour Summary, and will update to the Swan Ganz report without need for cardiac output to be
documented.

DOCUMENTATION: See  24 Hour Summary Description and Usage , Patient Progress Notes
Description and Usage  and Swan Ganz Description and Usage .

Nursing Order Expansion -- WR 1701100942

DESCRIPTION: Nursing Order description categories have been increased to display up to three
lines of 225 characters.

DOCUMENTATION: See Nursing Order Report , Patient Summary , 24 Hour Summary ,
Problem Activity Report, and Patient Census and  Patient Progress Notes .

Super Amend Behavior Control for Updated EMAR - WR 1810081436

DESCRIPTION: If a user has the behavior control "Amend MAR Documentation for Any Login",
any super amended documentation performed in the Updated EMAR will display on Patient
Progress Notes along with the date/time and reason. 

DOCUMENTATION: See Description and Usage  in Patient Progress Notes.

7

138 188

117 153 7
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Chapter 2 Overview

The Point of Care application allows Nursing Services personnel to enter information into the
System at the patient bedside. The application is designed to automate clerical functions and
eliminate the duplicate entry of information into nursing documents. The data recorded at the
bedside is on a concurrent (rather than retrospective) basis. This means that data as it is entered,
is instantly available throughout the system and is totally integrated with all other applications (lab,
pharmacy, radiology, respiratory care, etc.). The reduction in time spent on clerical tasks through
automation allows more time to effectively be spent by nurses on clinical care. 

NOTE: When printing a POC Report from an active account, it is defined by a date range spanning
from the beginning of the stay through the date and time selected for inclusion in reports and
attachments. This allows users to generate reports reflecting the most up-to-date information
available. The Printed and Run Date fields within a POC Report denote the date and time the
report is printed, providing a timestamp for reference. When printing a POC Report from an
account that has purged, it will also maintain a date range, extending from the start of the stay to
the last possible date any changes could have been made before purging to clinical history. For a
purged account, the Printed and Run Date/Time field displays the date and time of purging, as
this marks the final moment any alterations could occur. Once an account is purged, it transitions
to a static state, and the last version of the report becomes the permanent record saved. 

NOTE: Facilities outside of the United States may choose a date format of MMDDYY, DDMMYY
or YYMMDD to be used on all date fields in the Point-of-Care Application. Where four-digit dates
display, a date format of MMDD, DDMM or MMDD, respectively, will be used. Whichever date
format is selected will be reflected in all date fields and column displays throughout the application.
A TruBridge representative will need to be contacted in order for the date format to be changed.
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Chapter 3 Point of Care Reports Access

3.1 Overview

This chapter will discuss reports accessible via Point of Care. The reports in this section can be
accessed to view/print via Whiteboard, Virtual Chart and/or Printing.

Report Selection

· POC Whiteboard: Select the POC Reports tab, then the applicable report. Reports selected
from the Whiteboard will print directly to the default printer.

In UX, select System Menu > Hospital Base Menu > POC Access > POC Whiteboard > POC
Reports

POC Reports

· Virtual Chart: Select the report from the applicable tab. Reports selected directly from a Virtual
Chart tab will display as a PDF document and may be manually sent to a printer if required.

· Printing: Select the Printing option via the Virtual Chart or the Chart Menu on Flow Charts to
display a list of reports available for selection. Reports generated via the Printing menu will print
directly to the default printer.
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In UX, select System Menu > Hospital Base Menu > POC Access > POC Whiteboard > Patient >
Printing

Point of Care - Reports

Multiple Patient Selection

· If multiple patients can be selected when viewing/printing a report, the Point of Care - Patient
Alpha Lookup Menu for the selected report displays. Functionality is discussed below.
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In UX, select System Menu > Hospital Base Menu > POC Access > POC Whiteboard > POC
Reports > Critical Care Flow Sheet

Point of Care - Patient Alpha Look-Up

· Master Patient List: This section lists patients available for selection based on the search option
selected.
§ This Department: Use this option to display a list of patients registered in the current

department.
§ My Patients: Use this option to display patients selected as "My Patients".
§ Current Patients: This option will display current patients for the entire facility. The Alpha

Search and Numeric Search options are activated when the Current Patients option is
selected and can be used to narrow the patient search.

· To populate the Patient Selection List, highlight a single or multiple patient name(s) then select
Add Selected. The entire Master Patient List may be moved to the Patient Selection List by
selecting Add All. If the report is selected after selecting a patient, the patient's name will
immediately populate the Patient Selection List but may be removed before processing. 

· To delete a single or multiple patient name(s), highlight the name(s) then select Remove
Selected. Remove All may be selected to completely clear the list.

· Once the Patient Selection List is accurate, select Process.
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Chapter 4 24 Hour Summary

The 24-Hour Summary (Format A or B) is a document that includes specific patient information
charted within the previous 24 hours from the minute it is printed on the system. This report can be
printed at any time during the patient's stay, but it is primarily printed at end of shift and for
physician rounds. It is an optional report, unless otherwise specified by hospital policy. It is usually
not a permanent part of the patient's chart and therefore can be discarded after use.

4.1 How to Print

The 24-Hour Summary may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart, select the appropriate tab.

3. Select 24hr Summary.

4. Choose from the two available options: Patient or Physician. The Patient option allows the
user to choose specified patient(s), and the Physician option allows the user to select patients
by their attending physician.

The 24-Hour Summary may be set to print to a specified printer automatically at a specific hour or
with the end-of-shift reports. 

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A. The 24-Hour Summary (Format A or B) can be set up to print:

· As part of end-of-shift reports

· Automatically to a specific printer at a specific hour

Setup is completed in the Department Control Table for Point of Care, which can be accessed
from the Hospital Base Menu > Nursing Administration Department > Master Selection >
Business Office Tables > Business Office Table Maintenance > POC Departments. The
code for this report is 24HS.

4.2 Description and Usage

The 24-Hour Summary (Format A or B) is a document that includes specific patient information
charted within the previous 24 hours from the minute it is printed on the system. This worksheet
provides both nurses and physicians details of the patient’s condition and plan of care. It is one of
the primary tools used by nursing to conduct an organized and timely shift change. It is one of the
reports preferred reports by physicians to use as reference while making rounds.
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24hr Summary - Format A - Page 1 of 1
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24hr Summary - Format A - Page 2 of 2
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· Demographics Box (upper-right corner): This will include the patient's name, visit number,
admitting and/or second physician, age, sex, room number, medical record number, and drug
allergies documented through the TruBridge EHR system. 

· Vital Signs: Pulse and blood pressure, displayed either graphically or numerically in one hour
intervals. Mean Arterial Pressure (MAP) will calculate and display with the blood pressure
documented. Temperature and respirations are displayed numerically in one hour intervals.

· Hemodynamics (Optional): CVP, PAP, PAWP, and CO/CI values are displayed in three hour
intervals. In order for this information to be included, it must be set up by Nursing Administration.

· O2/Ventilation Information: The user determines which seven of twelve options will be
included. Values display in three-hour intervals.

NOTE: An asterisk (*) adjacent to any value on this report indicates multiple values have been
charted within the specified time frame. The last recorded value is printed. Preceding values
are available on-line or in Patient Progress Notes.

· Intake: The user determines which seven of twelve options will be included. Values display in
three hour intervals. The "OTHER" box combines all intake values not specified on the report.
These details are available on-line or in the Patient Progress Notes. For Pediatric/Nursery chart
types, an option to record breast feeding will appear.

· Output: The user determines which four out of 18 options will be included. Values display in
three hour intervals. The "OTHER" box combines all output values not specified on the report.
These details are available on-line or in the Patient Progress Notes. Entries charted by frequency
print in the top left corner of each box.

· Weight: Admission weight is printed in both pounds and kilograms. Yesterday's weight in pounds
and kilograms, with date and time charted is printed. Today's weight in pounds and kilograms,
with date and time charted is printed.

· Diet: Includes the following information charted through MEDACT for the 24 hour period prior to
the printing of the report:
§ Date and time the information was charted
§ Diet, along with the date and time it was scheduled to begin.
§ Any comments entered
§ Percent consumed
§ Start date/time, description, and status of the diet order will also display under the heading

Dietary Orders.

· Current Medications (Optional): Includes all active medications at the time the report is
printed. Medication description, dose, frequency, and auto stop date if applicable. Can include
future dated medication orders. This feature is controlled by a switch in the 24HR Summary
setup. Does not include discontinued medications. In order for this information to be included, it
must be set up by Nursing Administration.
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· Administered Medications (Optional): Lists all medications administered during the previous
24 hours along with the date and time of last administration. If a medication is administered
outside of the 30 minute window prior to or after administration time, the system can be set to
flag the administration with a “Check” time. This feature is controlled by a switch in the Point of
Care Control Record in the Nursing Administration Department. It can also reflect the medication
description, location of administration, reason for PRN administration and dosage. In order for
this information to be reflected, it must be set up by Nursing Administration.

· Flagged Abnormals (Optional): Displays the name of procedure in reverse chronological order.
Flagged abnormal lab results, are results flagged with a L (low), LC (low critical), H (high) or HC
(high critical) value.

· Omitted Medications (Optional): Lists all medications omitted in the previous twenty-four hours
along with the medication description, omission date and time or check time, reason for
omission, and includes discontinued medications. In order for this information to be included, it
must be set up by Nursing Administration.

· Neuro Checks (Optional): Lists neuro checks charted through the VS application during the
previous 24 hour period. Will display the date and time information was entered and the name
and title of person who charted the entry.

· X1 {one-time} and PRN Medications (Optional): Lists all X1 & PRN administrations in the
previous 24 hour period. Displays medication description, quantity, frequency and time of
administration, and a reason for PRN medications. It does not include discontinued medications.
In order for this information to be reflected, it must be set up by Nursing Administration.

· Blood Glucose Readings (Optional): Includes all administrations in the previous 24 hour
period. Displays date and time entry was charted, blood sugar level, description of medication
given (sliding scale insulin only), unit(s) of medication given and frequency, and any other
interventions charted. In order for this information to be reflected, it must be set up by Nursing
Administration.

· Immunizations: Lists immunizations and the dates they were received
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24hr Summary - Format B - Page 1 of 3
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24hr Summary - Format B - Page 2 of 3
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24hr Summary - Format B - Page 3 of 3

· Demographics Box (located upper right-hand corner): Includes patient's name, account
number, admitting and/or second physician, age, sex, room number, medical record number,
and any drug allergies documented through the TruBridge EHR system. 
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· Administrative Data (Optional): In order for the following information to be reflected, it must be
set up by Nursing Administration.

§ Admission date and time § Fluid restriction
§ Length of stay
§ Chief Complnt

§ Sodium restriction
§ Smoker status

§ Working diagnosis 1
§ Working diagnosis 2

§ Height in inches and centimeters
§ If patient is pregnant or breastfeeding

§ Condition § Admit weight in pounds and kilograms
§ DNR § Yesterday’s weight in pounds and kilograms
§ Adv Directive § Current weight in pounds and kilograms
§ Restraints § Admitting condition and body surface area
§ Current diet § Isolation
§ Food dislikes § Fall Risk
§ Food allergies § Language
§ Indicators for diabetic status § Ethnicity

· Flagged Abnormals (Optional): Displays the name of the procedure in reverse chronological
order. Flagged abnormal lab results are results flagged with a L (low), LC (low critical), H (high)
or HC (high critical) value.

· Consults  (Optional): Displays the description of the consultation as well as the status of the
consultation. In order for this information to be reflected, it must be set up by Nursing
Administration.

· Health History: Includes patient’s health history entered via the Initial Interview.
.  

· Current Medications  (Optional): Lists all active medications at the time the report is printed.
Will display the medication description, dose, frequency, and auto stop date if applicable. Can
include future dated medication orders. This feature is controlled by a switch in the 24HR
Summary setup. It does not include discontinued medications. In order for this information to be
reflected, it must be set up by Nursing Administration.

· Omitted Medications  (Optional): Lists all omitted medications in the previous 24 hour period.
Will display medication description, omission date and time, or check time, and omission reason.
Also includes “Check” time medications. If a medication is administered outside of the 30 minute
window prior to or after administration time, the system can be set to flag the administration with
“Check”. This feature is controlled by a switch in the Point of Care Control Record in the Nursing
Administration Department. Will Include discontinued medications as well. In order for this
information to be reflected, it must be set up by Nursing Administration.

· Nursing Orders (Optional): This section lists Nursing Orders. This area displays three lines of
75 characters each for a total of 225 characters. This applies to Format B.

· O2 Information: Displays O2 L/Min, FiO2, and O2 Sat.

· Immunizations: Lists immunizations and the dates they were received.
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Chapter 5 5 Day M.A.R.-Final

The 5 Day MAR-Final is a document that includes the patient’s complete medication administration
chart for the previous 5 days. It is optional, unless otherwise specified by hospital policy. The report
is usually a permanent part of the patient's chart. For the first four days, a temporary 5 Day MAR
will print. A 5 Day MAR - Final will print at the end of the 5th day of the patient’s stay.

The 5 Day MAR-Final can be printed at any time during the patient’s stay, but should be printed
automatically at a specific hour, once a day. 

The nursing staff can print the report, but it is usually set up to automatically print at a specific hour.
The report runs from midnight to midnight and should be printed before 8am. This will ensure that
the correct information is captured on the report.

5.1 How to Print

The 5 Day M.A.R. - Final may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart, select the appropriate tab.

3. Select 5day MAR.

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?

A. The 5 DAY MAR – Final can be set up to print:

· As part of end-of-shift reports

· As part of discharge reports

· Automatically at a specific hour to a specific printer

· At a set interval, spooled to the PC Backup

It can also be set to purge to ADR. If the patient’s stay is longer than 5 days, the most recent final
will purge.
 

A. The 5 Day MAR is set up to print for certain stay types. 
 
· Stay type(s) are set up in Point of Care Control Maintenance, which can be accessed from the

Hospital Base Menu > Nursing Administration Department > Print Reports > Point of
Care Control Maintenance (Page 8). In the Use 5-day MAR? field, select the check boxes for
the appropriate stay types.
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· The report can be sorted by one of the following options:
§ N (Name) – The report will print in alphabetical order.
§ C (Class) – The report will print by drug class – antibiotic, coagulant, etc. IVs are unable to print

by class since there are multiple fluids and NDC numbers associated with  IVs.
§ A – The report will print in chronological order.
§ D – The report will print in reverse chronological order – most recent to first. 

Setup for the 5 Day MAR - Final is completed in the Department Control Table for Point of Care,
which can be accessed from the Hospital Base Menu > Nursing Administration Department >
Master Selection > Business Office Tables > Business Office Table Maintenance > POC
Departments. The code for this report is MAR.

5.2 Description and Usage

The MAR-Final is a document that includes the patient’s complete medication administration chart
for the previous 5 days. The medications are grouped by categories (X1, Scheduled/Routine, IV
orders, PRN, and MISC Pharmacy Charges/Activities and Treatments) and display in the order in
that they were entered into the system. 

The previous day displays in column form, with the medication administration time(s), the initials of
the nurse who administered the medication, and the actual time the medication was administered
appearing below, if the medication was given. (The Medication Record that is printed from the
Nursing Department, Hospital Base menu-Print Reports-A or the Nursing Department, Patient
Functions Screen-Z, does not include the administration time(s) and the initials of the nurse who
administered the medication.)  

The Point of Care 5 DAY MAR takes the place of the Medication Record.
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Final MAR - Page 1 of 1
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· Demographics Box: Includes the patient's name, admitting physician, age, sex, date of birth,
room number, medical record number, chief complaint, and any drug and food allergies
documented through the TruBridge EHR system. In addition to the above mentioned box, a single
line containing the patient's name, account number, age, sex, room number and page number
will appear along the bottom edge of the page.

· One-Time Orders: This will display all X1 medications that were ordered, scheduled,
administered or discontinued during the 5 day period covered by the report. Will also display
order number, start and stop date, stop code and "Unverified" if the medication has not been
verified, medication description, dosage, frequency, and instructions. 

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration. 

If the medication has a future start date or time and is administered before the start date and
time, it will pull to the MAR with an “*” to the left of the administration area.

· Scheduled / Routine Medications: Displays all routine medications that were ordered,
scheduled, administered or discontinued during the 5 day period covered by the report. Will also
display the order number, start date, stop date if applicable, stop code if applicable, "Unverified" if
the medication has not been verified, medication description, dosage, frequency, instructions,
components and flow rate on piggybacks.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

If the medication has a future start date or time and is administered before the start date and
time, it will pull to the MAR with an “*” to the left of the administration area.

· IV Orders: Displays all continuous IVs that were ordered, scheduled, administered or
discontinued during the 5 day period covered by the report. Will display the order number, start
date, stop date if applicable, stop code if applicable, "Unverified" if the IV has not been verified,
medication description, flow rate, frequency, and components.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second
witness option, the system will print the second employee's initials and time of medication
administration in a bold font underneath the first employee's initials and time of medication
administration.

If the medication has a future start date or time and is administered before the start date and
time, it will pull to the MAR with an “*” to the left of the administration area.

Alternating IV orders will be flagged  with "***ALTERNATING IV SET 1***" or "Alt. IV Set 1***", with
the number being the order number from the patient's pharmacy profile.
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· PRN Medications: Displays all routine medications that were ordered, scheduled, administered
or discontinued during the 5 day period covered by the report. Will display order number, start
date, stop date if applicable, stop code if applicable, "Unverified" if the medication has not been
verified, medication description, dosage, PRN frequency, instructions, components, and flow rate
on piggybacks.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

If the medication has a future start date or time and is administered before the start date and
time, it will pull to the MAR with an “*” to the left of the administration area.

· MISC Pharmacy Charges/Activities and Treatments (Optional): Displays all miscellaneous
charges, activities, and treatments that were ordered, scheduled, administered, or discontinued
during the 5 day period covered by the report. Will display the order number, start date, stop date
if applicable, stop code if applicable, "Unverified" if the medication has not been verified,
description, dosage, frequency, and instructions.

In order to print, Pharmacy department must answer field 17 “Treatment” in Pharmacy Order
Entry. The time of administration and the initials of the person who administered the medication
will appear under the appropriate column. If a medication was administered using the second
witness option, the system will print the second employee's initials and time of medication
administration in a bold font underneath the first employee's initials and time of medication
administration.

NOTE: Employees' initials must be set up in the Employee Master File of the Payroll application in
order for them to print as an indication that a medication was administered. If no initials are set up,
the system will print a "G" (Given) under the corresponding hour of the eight-hour block.



5 Day M.A.R 22

© 2025 TruBridge

Chapter 6 5 Day M.A.R

The MAR is a document that includes the patient’s complete medication administration chart for the
previous 5 days. Printing the 5 Day MAR is optional, unless otherwise specified by hospital policy,
and can be printed at anytime during the patient’s stay, but should be printed automatically at a
specific hour, once a day.

The report is usually a permanent part of the patient's chart. For the first four days a temporary 5
Day MAR will print. A 5 Day MAR will print at the end of the 5th day of the patient’s stay.

The nursing staff can print the report, but it is usually set up to automatically print at a specific hour.
The report runs from midnight to midnight and should be printed before 8am. This will ensure that
the correct information is captured on the report.

6.1 How to Print

The 5 Day M.A.R. - Final may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select 5day MAR.

6.2 Description and Usage

The MAR is a document that includes the patient’s complete medication administration chart for the
previous 5 days. The medications are grouped by categories (X1, Scheduled/Routine, IV orders,
PRN, and MISC Pharmacy Charges/Activities and Treatments) and display in the order in that they
were entered into the system. The previous day displays in column form, with the medication
administration time(s), the initials of the nurse who administered the medication, and the actual
time the medication was administered appearing below, if the medication was given. (The
Medication Record that is printed from the Nursing Department, Hospital Base menu-X-A or the
Nursing Department, Patient Functions Screen-Z, does not include the administration time(s) and
the initials of the nurse who administered the medication.)

The Point of Care 5 DAY MAR takes the place of the Medication Record.
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Temporary MAR - Page 1 of 2
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Temporary MAR - Page 2 of 2
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Temporary 5 Day MAR - Page 1 of 1
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· Demographics Box: Displays patient's name, admitting physician, age, sex, date of birth, room
number, medical record number, chief complaint, and any drug and food allergies documented
through the TruBridge EHR system. In addition to the demographic box, a single line containing
the patient's name, account number, age, sex, room number and page number will appear along
the bottom edge of the page.

· One-Time Orders: Displays all X1 medications that were ordered, scheduled, administered or
discontinued during the 5 day period covered by the report. Will display order number, start and
stop date, stop code, "Unverified" if the medication has not been verified, medication description,
dosage, frequency, and instructions. 

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

· Scheduled / Routine Medications: Displays all routine medications that were ordered,
scheduled, administered or discontinued during the 5 day period covered by the report. Will
display order number, start date, stop date if applicable, stop code if applicable, "Unverified" if the
medication has not been verified, medication description, dosage, frequency, instructions,
components and flow rate on piggybacks.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

· IV Orders: Displays all continuous IVs that were ordered, scheduled, administered or
discontinued during the 5 day period covered by the report. Will display order number, start date,
stop date if applicable, stop code if applicable, "Unverified" if the IV has not been verified,
medication description, flow rate, frequency, and components.

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

Alternating IV orders will be flagged  with "***ALTERNATING IV SET 1***" or "Alt. IV Set 1***", with
the number being the order number from the patient's pharmacy profile.

· PRN Medications: Displays all routine medications that were ordered, scheduled, administered
or discontinued during the 5 day period covered by the report. Will display order number, start
date, stop date if applicable, stop code if applicable, "Unverified" if the medication has not been
verified, medication description, dosage, PRN frequency, instructions, components, and flow rate
on piggybacks

The time of the administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.
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· MISC Pharmacy Charges/Activities and Treatments: Displays all miscellaneous charges,
activities, and treatments that were ordered, scheduled, administered, or discontinued during the
5 day period covered by the report. Will display order number, start date, stop date if applicable,
stop code if applicable, "Unverified" if the medication has not been verified, description, dosage,
frequency, and instructions.

The time of administration and the initials of the person who administered the medication will
appear under the appropriate column. If a medication was administered using the second witness
option, the system will print the second employee's initials and time of medication administration
in a bold font underneath the first employee's initials and time of medication administration.

NOTE: Employees' initials must be set up in the Employee Master File of the Payroll application in
order for them to print as an indication that a medication was administered. If no initials are set up,
the system will print a "G" (Given) under the corresponding hour of the eight-hour block.
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Chapter 7 Activities

The Activities report is a document that includes completed activities for the patient. The nursing
staff can print the report at anytime during the patient’s stay. Printing the Activities report is optional,
unless otherwise specified by hospital policy. The report is usually not a permanent part of the
patient's chart.

7.1 How to Print

Activities may be viewed and printed from the Virtual Chart or sent directly to a printer using the
Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Activities.

 System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.

System prompts, "Select Date Range."

5. Enter the dates that the reports is needed.

7.2 Description and Usage

The Activities report is a document that includes completed activities for the patient. The report can
be printed to reflect all activities charted with in a specific shift, multiple shifts or from the beginning
of stay.
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Includes the patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

· Activity Categories: Each category will be highlighted with bold text and preceded by the
following:
§ The time the entry was charted 
§ The name and title of the individual that entered the information
§ Activity information is associated with, but not limited to the following areas:

· Hygiene · Activity · Safety

· IV Care · Special Monitoring · Special Equipment

· Pulmonary Treatments · Wound Care · Nutrition

· Elimination · Isolation · Sleep/Rest Pattern

· Patient Education · Referrals · Emotional Support
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Chapter 8 Clinical Reports

8.1 Overview

This chapter will discuss reports available from the nursing stations Hospital Base Menu.

8.2 Description of Reports

NOTE: Examples of the following reports can be found in the Point of Care Applications Manual.

· Dietary Orders - The Dietary report will print all diets for all patients in your nursing station.  It will
sort in room number order.  The purpose of printing this report is to make sure that all patients
have the correct diet order before dietary prepares the tray.

· Nursing Station Census (reg) - This report is most often used to give shift report, however, it
can be run depending on the needs of the nursing station.  It sorts in room number order and
provides much of the clinical information for each patient.  The regular census provides room
number, physician, advanced directive, weight, age, sex, service, condition, length of stay,
diagnosis, drug allergies, and diet.

· Nursing Station Census (mini) - This report is most often printed before midnight to make sure
that all patients are in the correct beds prior to the final census being run.  It sorts in room
number order and is an abbreviated version of the Regular Census report.

· Bar Code Census - The Bar Code Census report prints the room number and name of each
patient associated with the nursing station.  Bar code scanning capabilities must be available to
use this report.

· Specimen Collection List - Nursing collected specimens may not always be collected at the
time the procedure is ordered in the system.  The Specimen Collection List was designed to
show only uncollected nursing specimens and can be run at any time to easily track uncollected
specimens.

· Drug Information - Drug monographs can be printed from the nursing station for use as a
reference by the nursing staff or for patient education.  Monographs are available only for
medications distributed by your pharmacy.  Each monograph includes information about uses,
side effects, precautions, dosage, interactions, and storage.

· Drug Interactions Report - When using the TruBridge EHR Pharmacy application, a nursing
station can view or print drug interactions for patient medications that are distributed by
pharmacy.  Up to six medications can be listed in the search.

· Order Schedule - All procedures for a specific ancillary department for a given time period can
be printed.  This particular report can be helpful in keeping track of daily ancillary orders such as
lab orders when performing chart checks.
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· Floor Stock Charged Report - The Floor Stock Charged report will print all floor stock charges
for patients in a particular nursing station.  Up to ten patient account numbers can be designated
or all patient charges can be printed for a specific A/R date.  It is recommended that the report
can be printed after all charges are entered for the day, or shift, and be checked against charge
labels for each patient.

· Turn Around Time Report - TAT can be run from any Ancillary or Nursing department.  This
report searches through the order records to find user-selected information.  Any two Order Entry
Maintenance records with a date/time can be selected for comparison.

· Ancil Re-Orders Due - Nursing departments can print a report and/or labels for orders that are
scheduled to discontinue within 24 hours.  If labels are printed, the label can be placed on the
patient’s chart to remind the physician that the order is scheduled to stop if it is not reordered. 
The report is useful for change of shift reports or for physician review.

· Physician’s Rounds Sheets - Nursing departments can print this report for physician's to utilize
while making rounds.  The report includes the patient's name, room number, account number,
financial class, age, sex, marital status, number of days in hospital, diagnosis, admitting
physician, second or consulting physician, family physician, patient's phone number, and medical
records number.

· Comparative Results - The cumulative vertical report is an update of all test results for a patient
account.  The report is a comparative summary presentation of all data with test names along the
vertical axis and results listed chronologically along a horizontal axis.  Collection dates and times
are printed on the horizontal axis.  Up to seven events will print per row with subsequent results
wrapping below the most current results.  Since this report is a complete record of all patient
results, each report should replace the report previously charted.  Preliminary reports with results
that do not yet appear on the cumulative report should remain on the chart until they print on the
cumulative.

· Multi Acct Cumvert – This report prints the same as Comparative Results but will include all
patient accounts (inpatient or outpatient) within a predefined number of months.
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Chapter 9 Critical Care Flow Sheet

The Critical Care Flow Sheet is a document that includes specific patient information charted within
an eight-hour (or less) time frame. It can be printed at anytime during the patient’s stay, but it is
primarily printed at the end of shift. The nursing staff can print the report, but the nurse assigned to
the patient primarily prints it. Printing the Critical Care Flow Sheet is optional, unless otherwise
specified by hospital policy. The report is usually not a permanent part of the patient's chart, but it
placed in the patient’s chart for physician rounds.

9.1 How to Print

The Critical Care Flow Sheet may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Critical Care Flowsheet.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

System prompts "Select Ending Time for the Critical Care Flow Sheet."

7. Choose the Current Ending Date and Time that the report is needed.

8. Select Print.

System prompts "Enter Number of Copies to Print"

9.  Enter the number of copies to print.

10. Select OK.

9.2 Description and Usage

The Critical Care Flow Sheet is a document that includes specific patient information charted within
an eight-hour (or less) time frame. The report provides details of the patient’s condition and plan of
care and can also be used to track trends in the patient’s progress. It is primarily used in the ICU.
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Critical Care Flow Sheet

Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Includes the patient's name, account
number, admitting physician, age, sex, room number, medical records number, and any drug
allergies documented through the TruBridge EHR system.

· Vital Signs: The pulse and blood pressure will display graphically in 15 minute intervals. The
temperature and respirations will display numerically in 15 minute intervals. Will also display O2,
O2 L/Min, FiO2, and O2 Sat.
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· Hemodynamics: The CVP, PAP, PAWP, and CO/CI values will display in one hour intervals.

· Ventilation Mechanics  (Optional): Nursing Administration determines which seven out of
twelve options will display. The values will display in one hour intervals.

· Intake  (Optional): Nursing Administration determines which four out of twelve options will
display. The values will display in one hour intervals. The "OTHER" box combines all intake
values not specified on the flow sheet, which can be seen in detail in the Patient Progress Notes.

· Output  (Optional): Nursing Administration determines which four out of eighteen options will
display. The values will display in one hour intervals. The "OTHER" box combines all output
values not specified on the flow sheet, which can be seen in detail in the Patient Progress Notes.
Entries charted by frequency, display in the top left corner of the boxes where volume entries also
display.

NOTE: An asterisk (*) adjacent to any value on this flow sheet denotes multiple values have been
charted. The first recorded value displays, with subsequent values listed in the Patient Progress
Notes.

· Medications:  Displays medications administered during the selected time frame, Hemodynamic
medications, date and time of last administration, medication description, location of
administration, or reason if it is a PRN, and dosage.

· Neuro checks: Displays neuro checks charted through the VS application since last locked shift.
Will also display the date and time information was entered, as well as the name and title of
person who charted the entry.

· Distinctive Nursing Assessments: Displays assessments charted in the eight hour period
covered, that are flagged as distinctive and should be noted by the nursing staff, as well as the
date and time of entry. In order for this information to be reflected, it must be set up by Nursing
Administration.

· Distinctive Physical Assessments: Displays assessments charted in the eight hour period
covered, that are flagged as distinctive and should be noted by the medical staff, as well as the
date and time of entry. In order for this information to be reflected, it must be set up by Nursing
Administration.
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Chapter 10 Diabetic Flow Sheet

Q. HOW OFTEN SHOULD THE REPORT BE PRINTED?
A. The Diabetic Flow Sheet can be printed at any time during the patient’s stay, but should be
printed at the end of each shift or automatically at a specific hour, once a day.

Q. WHO CAN PRINT THE REPORT?
A. The nursing staff can print the report, but the nurse assigned to the patient primarily prints it or it
is set up to print automatically at a specific hour.

Q. WHO SHOULD GET COPIES OF THIS REPORT?
A. The Diabetic Flow Sheet is placed in the patient’s chart and replaced each time a current report
is printed.

Q. IS PRINTING MANDATORY OR OPTIONAL?
A. Printing the Diabetic Flow Sheet is mandatory, unless otherwise specified by hospital policy. The
report is usually a permanent part of the patient’s record. 

Q. WHAT IS THE DESCRIPTION AND USAGE?
A. The Diabetic Flow Sheet is a cumulative document that includes the patient’s diabetic chart,
PRN and routine insulin, and oral agent administrations. 

· There are three versions of the Diabetic Flow Sheet:
§ Version 1: Cumulative report of all insulin and blood glucose levels.
§ Routine: 7-day graphic representation of blood glucose levels.
§ ICU: 24-hour graphic representation of blood glucose levels.

· Version 1 Diabetic Flow Sheet contains the following information:
§ Demographics Box (located in the upper-right corner)

· Patient's name

· Admitting physician

· Age, sex, & room number

· Medical Records number

· Any drug allergies documented through the TruBridge EHR system

· In addition to the above mentioned box, a single line containing the patient's name, account
number, age, sex, room number, and page number will appear along the bottom edge of the
page.

§ Diet: The patient's current diet will display in the upper-right corner of the report, just below the
demographics box.

§ Sliding Scale: The scale is highlighted in a gray box. It provides the following information:

· Date and time the scale was entered, as well as the name and title of the person who
entered it.

· Low and high blood sugar values, as well as the appropriate insulin dosage.

· Comments, if selected to print. This feature is controlled by a switch in the Point of Care
Control Record and is optional.

· If no sliding scale has been ordered, or if one has been discontinued, it will be indicated by
the following values and dosage: 0 - 999   0
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§ Below the Scale

· Date and time of each entry charted.

· Name and title of the person who charted each entry. If a medication was administered using
the second witness option, the system will print the second employee's initials and time of
medication administration in a bold font underneath the first employee's initials and time of
medication administration.

· Blood glucose level and dose (if administered).

· Type of insulin or oral agent administered.

· The site where the medication was given.

· Any additional interventions that were performed.

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A. The Diabetic Flow Sheet can be set up to print:

· As part of end-of-shift reports

· As part of discharge reports

· Automatically at a specific hour to a specific printer

· At a set interval, spooled to the PC Backup

Setup is completed in the Department Control Table for Point of Care, which can be accessed
from the Hospital Base Menu > Nursing Administration Department > Master Selection >
Business Office Tables > Business Office Table Maintenance > POC Departments. The
code for this report is DFS.

The Routine Diabetic Flow Sheet contains the following information:

· Demographics Box (located in the upper-right corner)
§ Patient's name
§ Admitting physician
§ Account number, age, sex, & room number
§ Medical Records number
§ Any drug allergies documented through the TruBridge EHR system

· Diet
§ The patient's current diet will display in the top right corner of the report, just below the

demographics box.

· Graphic Display
§ 7 Day graphic representation of all blood glucose levels.
§ Report prints a Temporary (current 7 day period) and a Final (completed 7 day period) graph.
§ All blood sugar levels plot on the graph, however only the most recent level/time in each 6-hour

increment prints on the report.
§ Asterisks indicate more than one level charted within a 6-hour increment.
§ Interventions print vertically within the time period for which they were performed.



Diabetic Flow Sheet 38

© 2025 TruBridge

§ Lab results plot separately and are indicated in bold.
§ Diet percent consumed also graphs. Information pulls from recordings performed in Medact.
§ Individual totals for NPH, Regular, IV, and Miscellaneous insulin, as well as oral agents given,

print in 6-hour increments.

· Sliding Scale
§ Sliding scales print on a separate page. 
§ The date, time, name, and credentials of the person who entered the scale will print.
§ It will indicate if the sliding scale is IV or subcutaneous.
§ Gray indicates an inactive sliding scale.
§ White indicates an active sliding scale.
§ Comments, if selected to print. This feature is controlled by a switch in the Point of Care

Control Record and is optional.

· Legend
§ Located in the lower-left corner of the Diabetic Flow Sheet.
§ "*" indicates more than one result during this time period.
§ " "̂ indicates a blood glucose > 1000.
§ "o" or plain text indicates Point of Care entry or Bold indicates Lab result.

NOTE: In order for lab glucose results to pull to the Diabetic Flow Sheet, the POC control record
must be set up to include the items from lab. The item descriptions listed in the POC control record
must be set up in the Reference Range Tables. Consult lab manager for assistance.

The ICU Diabetic Flow Sheet contains the following information:

· Demographics Box (located in the upper-right corner)
§ Patient's name
§ Admitting physician
§ Account number, age, sex, & room number
§ Medical Records number
§ Any drug allergies documented through the TruBridge EHR system

· Diet
§ The patient's current diet will display in the top-right corner of the report, just below the

demographics box.

· Graphic Display
§ 24-Hour graphic representation of all blood glucose levels.
§ Report prints a Temporary (current 24-Hour period) and a Final (completed 24-Hour period)

graph.
§ All blood sugar levels plot on the graph, however only the most recent level/time in each 1-hour

increment prints on the report.
§ Asterisks indicate more than one level charted within 1 hour increment.
§ Interventions print vertically within the time period for which they were performed.
§ Lab results plot separately and are indicated in bold.
§ Diet percent consumed also graphs. Information pulls from recordings performed in Medact.
§ Individual totals for NPH, Regular, IV and Miscellaneous insulin, as well as oral agents given,

print in 1-hour increments.
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· Sliding Scale
§ Sliding scales print on a separate page. 
§ The date, time, name, and credentials of the person who entered the scale will print.
§ It will indicate if the sliding scale is IV or subcutaneous.
§ Gray indicates an inactive sliding scale.
§ White indicates an active sliding scale.
§ Comments, if selected to print. This feature is controlled by a switch in the Point of Care

Control Record and is optional.

· Legend
§ Located in the lower-left corner of the Diabetic Flow Sheet.
§ "*" indicates more than one result during this time period.
§ " "̂ indicates a blood glucose > 1000.
§ "o" or plain text indicates Point of Care entry or Bold indicates Lab result.

NOTE: In order for lab glucose results to pull to the Diabetic Flow Sheet, the POC control record
must be set up to include the items from lab. The item descriptions listed in the POC control record
must be set up in the Reference Range Tables.  Consult lab manager for assistance.
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10.1 How to Print

The Diabetic Flow Sheet may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Diabetic Record Flowsheet.
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Chapter 11 Discharge Instructions

The Discharge Instructions is a document that includes the patient’s diet, current medications and
any other instructions pertinent to the patient’s discharge status. They may be printed at anytime
during the patient’s stay, but it is primarily printed at patient discharge from hospital. Printing the
Discharge Instructions is mandatory, unless otherwise specified by hospital policy. The report is
usually a permanent part of the patient's chart.

11.1 How to Print

· From the Virtual Chart, select Discharge Instructions Report.

· Select Cancel to abort or enter the number of copies to print and select OK. A prompt to copy
the report to portable electronic media will display. 

Select POC Whiteboard > Patient > Discharge Instructions > 1 > OK

Copy to Portable Electronic Media Prompt

· Select No to access the report as usual or Yes to create an electronic file. Windows explorer will
display for selection of the device/folder.
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Select POC Whiteboard > Patient > Discharge Instructions Report > Copy Patient to Portable
Media? > Yes

Browse for Folder

· Select Cancel to abort the file transfer. To copy the report, select the file destination then OK. 

Select POC Whiteboard > Patient > Discharge Instructions Report > Copy Patient to Portable
Media? > Yes > Portable Media > OK

Encryption Key Entry

· In order to copy the file, an encryption key must be entered. The patient will need this password to
access the file. Enter the key then select OK to complete the file transfer. The Release of
Information Log is automatically updated for the patient when the option to copy to portable media
is processed.

· Whether Yes or No is selected when prompted to Copy to Portable Electronic Data, the system
will display a prompt asking if the patient requested an electronic copy.
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Select POC Whiteboard > Patient > Discharge Instructions Report > Copy Patient to Portable
Media? > Yes > Portable Media > OK >Encryption Key > OK

Electronic Copy of Discharge Instruction

· The designated number of copies will print to the default printer. To access the electronic version
of the document at a later time, the patient will access the portable media device and select

 to enter the encryption key.

Select Desktop > Computer > Removable Disk > DecryptIt

Execute Decryption

· After the encryption key is entered, the PDF document can be opened as usual. 
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11.2 Description and Usage

The Discharge Instructions is a document that includes the patient’s diet, current medications and
any other instructions pertinent to the patient’s discharge status. The Discharge Instructions are
included in the Discharge Summary.

Discharge Instructions
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

· Diet: The patient's diet will display in the top left-hand corner of the report just below the header.

· Medications: Will display the description of the medications the patient is taking home, along
with the dosage, frequency, and instructions. If Electronic Medication Reconciliation is utilized,
medications will be sorted by the following categories:

· Change: Signifies that a home medication or an active medication that was associated with a
home medication was continued at discharge but with modifications to the original order. The
changed medication will be followed with up to four lines describing what has changed in relation
to medication, dose, route and/or frequency.
§ Continue: Signifies that a home medication was continued at discharge.
§ New: Signifies that a medication has been ordered on discharge that the patient was not taking

prior to the hospital stay.
· PLEASE STOP TAKING ALL MEDICATIONS LISTED BELOW: Stop: Signifies that a home

medication was discontinued at discharge.

· Nursing Orders: May be flagged to pull to this report. See Table Maintenance - Clinical User
Guide for setup instructions.

NOTE:  The generic name for a medication will not display on the Discharge Instruction Report if
the National Drug Code entered on the medication has been discontinued and is not currently
assigned to another medication. If Patient Drug Information is set to auto-print with the Discharge
Instruction Report, the drug monograph will display "No Drug Monograph Found" in place of the
generic medication's monograph.  Additionally, the Next Due Date/Time, new instruction fields and
Prescription Details will generate on the report if the new Medication Reconciliation Application is
utilized.

NOTE:  The Discharge Instructions and Discharge Summary becomes "locked" 24 hours after
both the Discharge Medication Reconciliation has been performed and the patient has been
discharged from the hospital.  Any changes changes made via Home Medications or Prescription
Entry to the prescriptions (specifically to the "Instructions" or "Next Due date/time") do not reflect in
the Discharge Instructions if 24 hours have passed.  

https://userareas.cpsi.com/userareas/files/user_guides/Table_Maintenance_Clinical.pdf
https://userareas.cpsi.com/userareas/files/user_guides/Table_Maintenance_Clinical.pdf
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Chapter 12 Discharge Planner

The Discharge Planner is a document that includes financial and environmental concerns,
expectations for discharge, potential for activities of daily living, etc. for the patient. It is included in
the Initial Interview, can be printed at anytime during the patient’s stay, but it is primarily printed if
modifications are made to the Discharge Planner. The printing of the Discharge Planner is
mandatory, unless otherwise specified by hospital policy. The report is usually a permanent part of
the patient’s chart.

12.1 How to Print

The Discharge Planner Report may be viewed and printed from the Virtual Chart or sent directly to
a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Discharge Planner Report.

System prompts "Include stricken/amended data?"

4. This will include stricken and amended data on the report. 

5. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

6. Click patient name and then "Add Selected" to add patient to Patient Selection List.

7. Select Process.

12.2 Description and Usage

The Discharge Planner is a document that includes financial and environmental concerns,
expectations for discharge, potential for activities of daily living, etc. for the patient.
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Discharge Planner

Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner):  Displays patient’s name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient’s name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.
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· Discharge Planner: Displays 50 hospital-defined questions that can be answered to document
a plan for the patient’s discharge. The questions appear in bold text with the responses listed
below. Once charted, the date, time, name, and title of the person who charted the information
will be reflected.

· Signature Line: A signature line is provided in lower right-hand corner of the report.
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Chapter 13 Discharge Summary

The Discharge Summary is a document that includes the patient’s diet, current medications, other
instructions, and any other information pertinent to the patient’s discharge status. It can be printed
at anytime during the patient’s stay, but it is primarily printed at patient discharge from the hospital.
Printing the Discharge Summary is mandatory, unless otherwise specified by hospital policy. The
report is usually a permanent part of the patient’s chart.

13.1 How to Print

The Discharge Summary Report may be viewed and printed from the Virtual Chart or sent directly
to a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Discharge Summary Report.

System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.

System prompts "Enter Number of Copies to Print"

5.  Enter the number of reports to print.

6.  Select OK.

13.2 Description and Usage

The Discharge Summary is a document that includes the patient’s diet, current medications, other
instructions, and any other information pertinent to the patient’s discharge status. It is part of the
patient’s permanent chart. The Discharge Instructions are included in the Discharge Summary.
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Discharge Summary
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient’s name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient’s name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

· Diet: The patient’s diet will display in the top left-hand corner of the report just below the header,
preceded by the date, time, name and title of the person who charted the information.

· Medications: Displays the description of the medications the patient is taking home, dosage,
frequency, instructions, and date and time of last administration. If Electronic Medication
Reconciliation is utilized, medications will be sorted by the following categories:
§ Change: Signifies that a home medication or an active medication that was associated with a

home medication was continued at discharge but with modifications to the original order. The
changed medication will be followed with up to four lines describing what has changed in
relation to  medication, dose, route and/or frequency.

§ Continue: Signifies that a home medication was continued at discharge.
§ New: Signifies that a medication has been ordered on discharge that the patient was not taking

prior to the hospital stay.
§ Stop: Signifies that a home medication was discontinued at discharge.

Additionally, The Next Due Date/Time, new instruction fields and Prescription Details will generate
on the report if the new Medication Reconciliation Application is utilized.

· Other Instructions: Up to 30 hospital-defined questions that can be answered to detail the
instructions given to the patient. The questions appear in bold text with the responses listed
below. Once charted, the date, time, name, and title of the person who charted the information
will be reflected. This section of instructions also prints on the Discharge Instructions report.

· Other Information: Up to thirty hospital-defined questions that can be answered to describe
other pertinent patient information . The questions appear in bold text with the responses listed
below. Once charted, the date, time, name, and title of the person who charted the information
will be reflected. This section of information will ONLY print on the Discharge Summary report.

· Signature Lines: Signature lines are located at the bottom of the report for the patient and the
nurse providing the care.

· Nursing Orders: May be flagged to pull to this report. See Table Maintenance - Clinical User
Guide for setup instructions.

NOTE:  The Discharge Instructions and Discharge Summary becomes "locked" 24 hours after
both the Discharge Medication Reconciliation has been performed and the patient has been
discharged from the hospital.  Any changes made via Prescription Entry to the prescriptions
(specifically to the "Instructions" or "Next Due date/time") do not reflect in the Discharge
Instructions if 24 hours have passed.

https://userareas.cpsi.com/userareas/files/user_guides/Table_Maintenance_Clinical.pdf
https://userareas.cpsi.com/userareas/files/user_guides/Table_Maintenance_Clinical.pdf
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Chapter 14 Education

The Education report is a document that includes multi-disciplinary information on how and when
the patient was educated regarding diagnosis, medication administration, etc. The report can be
printed at anytime during the patient's stay by the nursing staff, but the nurse assigned to the
patient primarily prints it, or staff who make modifications to the report.  Printing the Education
report is optional, unless otherwise specified by hospital policy. The report is usually not a
permanent part of the patient's chart.

14.1 How to Print

The Education Report may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Education Report.

System prompts, "Include stricken/amended data?"

4. This will include stricken and amended data in the report

5. Click a document name and then "Add Selected" to add document to Document Selection List

6. Select Process.

System prompts, "Select Starting Point."

7. Enter the dates that the reports is needed.

8. Select Print.

14.2 Description and Usage

The Education report is a document that includes multi-disciplinary information on how and when
the patient was educated regarding diagnosis, medication administration, etc. 
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Education
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

· Education Categories: Each category will be highlighted with bold text within a shaded gray
box. There are 34 categories that are all user-defined and can be set up for multi-discipline use.
Within the category up to thirty hospital-defined questions with up to twelve answers for each
can be set up. The questions appear in bold text with the responses listed below. Under each
category, entries made will display in chronological order preceded by the date, the time entry
made, and name and title of individual that entered the information. Education questions can be
integrated with the Physical Assessment and Initial Interview portions of the chart and will display
on the Education report. Information charted in Initial interview, Discharge Planner, and
Discharge Summary and Instructions can be set to print on the Education reports. This is done
through Point of Care setup for each application. Refer to the Point of Care setup reference
manual for setting this option.

· Entries: Each entry will fall under the appropriate category
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Chapter 15 End of Shift

Please refer to the POC User Guide for information on this topic.

https://userareas.cpsi.com/userareas/files/user_guides/POC.pdf
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Chapter 16 Fax Status Report

This report can be useful in monitoring fax usage to particular locations and used to troubleshoot
failed fax problems.  

The Fax Status Report:

· Provides the date and time of the fax transmission, the destination and fax number, the initials or
initials/employee number of the sender, and status of each fax transmission.

· Includes a description of the document transmitted.

· Includes an option to print a list of either all fax transmissions, successful transmissions, or failed
fax transmissions and can be sorted by destination, time, or sender.

There are two versions of the Fax Status Report.

· Departmental Fax Status Report (includes fax transmission information for the login department)

Fax Status Report (Department)

1. The system will default to the current date.  Press <Enter> for the current date, or type the
desired date.

2. The system will prompt for the fax transmissions to be included.  Enter A-All for all
transmissions, S-Successful for successful transmissions or F-Failed for failed
transmissions.

3. The system will prompt for the order in which they will sort and be printed.  Enter T-Time to sort
and print by time, D-Destination Number to sort by and print by destination number, N-Name
of Destination to sort and print by Destination name or S-Sender to sort and print by sender.

Q. HOW OFTEN SHOULD THIS REPORT BE PRINTED?
A. As often as needed.

Q. WHO SHOULD PRINT THIS REPORT?
A. Ancillary department managers.

16.1 How to Print

The Fax Status Report may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.
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3. Select Fax Status Report.

System Prompts, "Status Report"

4. Enter the As of Date, Types of Faxes and Fax Order.

5. Select Print.

16.2 Description and Usage

This report can be useful in monitoring usage by department to particular locations and be used to
troubleshoot failed fax problems.  The Fax Status report by Department includes all fax
transmissions sent by the login department and will provide the following:

· Date and time the fax transmission was initiated, the destination and fax number, the initials or
initials/employee number of the sender, and the status of each fax transmission.

· Description of the document sent.

· Option to print a list of either all fax transmission, successful transmission, or failed fax
transmission and can be sorted by destination, time, or sender.
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Fax Status Report
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Listed below is an explanation of each column.

· As of Date: This is the print date.

· Report Options = When generating the report, users have the ability to select among including
all faxes, failed faxes or successful faxes.

· / Time: During report generation, users may list each fax in order by destination number, name of
destination, sender or time.

· Date: Lists the date the fax was sent

· Time: The time the fax was sent is listed in this column.

· Destination: Displays the fax's destination

· Sender: Displays the sender's initials

· Fax Number: Includes the destination fax number

· Document: Displays the type of document sent
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Chapter 17 Floor Stock Report

Please refer to the Patient Account Detail Report - Floor Stock Report .129
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Chapter 18 Flowchart Reflex Report

The Flowchart Reflex Report is a document that includes reflex responses that have been
generated for specific flowcharts. It can be printed at anytime during the patient’s stay by the
nursing staff. Printing the Flowchart Reflex Report is optional, unless otherwise specified by
hospital policy. 

18.1 How to Print

The Flowchart Reflex Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Flow Chart Reflex Report.

4. Choose a date range to print the report for

5. Select a flowchart to print

System prompts "Print Declined Reflex Responses?"

6. This will add any declined reflex responses to the report.

18.2 Description and Usage

The Flowchart Reflex Report is a document that includes reflex responses that have been
generated for specific flowcharts.
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Flowchart Reflex Report

Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient name, age, sex,
account number, admitting physician, room number, medical record number, and any drug
allergies documented through the TruBridge EHR system.

· Reflex Report: Displays flowchart name, date started, date range for printing, time reflex
responses generated, initials and credentials of who sent the responses, and reflex responses
will list as well as the status



Graphic I&O 74

© 2025 TruBridge

Chapter 19 Graphic I&O

The Graphic I & O is a document that includes the patient’s vital signs, weight, diet information, and
intake and output chart over a three-day period. It can be printed at anytime during the patient’s
stay, but should be printed at the end of each shift or automatically at a specific hour, once a day.
The nursing staff can print the report, but the nurse assigned to the patient primarily prints it or it is
set up to automatically print at a specific hour. Printing the Graphic I & O is mandatory, unless
otherwise specified by hospital policy. The report is usually a permanent part of the patient's chart.

19.1 How to Print

The Graphic I & O may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Graphic I & O.

19.2 Description and Usage

The Graphic I & O is a document that includes the patient’s vital signs, weight, diet information, and
intake and output chart over a three-day period. The forms print as “Temporary” until three days of
information is completed. After three days, the report prints as “Final,” It is a part of the patient’s
permanent chart.
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Graphic I & O - Temporary
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Graphic I & O - Final

Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge  EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

· Vital Signs: Each 24-hour period is divided into four-hour intervals. The temperature is reflected
in a line graph format. Pulse, respiration, blood pressure, O2, O2 L/Min, FiO2, and O2 Sat are
reflected in numeric values below the graph. Weight is reflected in both pounds and kilograms
along with the patient's body-surface area.
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NOTE: An asterisk (*) denotes multiple values have been charted. The most recent value prints,
with previous values listed in the Patient Progress Notes.

· Patient Diet & Percent Consumed: Displays up to three diet entries within a 24 hour period.
Will also display diet description, percentage consumed, and time the entry was charted.

· Breast Feeding: Displays for Pediatric and Nursery chart types only. Will print the breast feeding
time, minutes and totals for L, R, L/R breast.

NOTE: If percentage of diet consumed has been charted on a diet through the Medact, the Breast
Feeding section will not print on the report.

· Intake and Output Record: The intake and output volumes reflect totals per shift, and a 24-hour
total. The values are charted by frequency and display in the top left-hand corner of the boxes
where volume entries also display. The intake displays up to ten categories. Any entries beyond
that will be reflected under "Other" and will be detailed on the Patient Progress Notes. The output
displays up to eight categories. Any entries beyond that will be reflected under "Other" and will be
detailed on the Patient Progress Notes. There is an option to use eight or twelve hour I&O total in
control table.
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Chapter 20 Growth Charts

Growth Charts consist of a series of percentile curves that illustrate the distribution of selected
body measurements in children. Growth charts are tools that contribute to forming an overall
clinical impression for the child being measured. Growth charts can be added to Virtual Chart tab
and printed at any time.

20.1 How to Print

The Growth Chart may be viewed by selecting the Growth Chart option from a virtual chart tab.  

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select the Growth Charts (All) to view the available Growth Charts.

4. To view all available Growth Charts that exist for the patient select the Check Box next to Show
All Charts For Historian Comparison.  

5. Set the report generation options that are needed for the report.  Once all options have been
selected, select Display Charts.

POC Growth Chart
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20.2 Description and Usage

Various growth charts, including WHO Growth Charts, are available depending upon the patient's
age range and gender. Weight and height must be present on the account in order for the growth
charts to be accessible. Head circumference must be present for WHO Growth Charts. Physicians
will have the ability to view historical growth charts: all charts from birth through the current age.
Additionally, two different growth charts (5th to 95th Percentile and 3rd to 97th Percentile) are
selectable, either for the current age or to include historical weight and height entries. Growth Chart
functionality is now in ClientWare 5.

Data included on the Growth Charts is outlined below:

Birth to 36 Months 

· 5 - 95 Percentile Length and Weight Growth Chart for the sex of the patient 

· 3 - 97 Percentile Length and Weight Growth Chart for the sex of the patient

2 Years to 5 Years

· Weight for Stature Growth Chart for the sex of the patient

2 Years to 20 Years

· 5 - 95 Percentile Stature Growth Chart for the sex of the patient

· 5 - 95 Percentile BMI Growth Chart for the sex of the patient

· 3 - 97 Percentile Stature Growth Chart for the sex of the patient

· 3 - 97 Percentile BMI Growth Chart

WHO Birth to 24 Months

· Length-for-age and Weight-for-age percentiles 

· Head Circumference-for-age and Weight-for-length percentiles

·  The following is a full display of a Growth Chart.
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Growth Chart

Growth Charts
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Chapter 21 Initial Interview

The Initial Interview is a document that includes information regarding the patient’s demographics,
pertinent history, and discharge planning. It can be printed at anytime during the patient’s stay, but
should be primarily printed after completion on the system. If modifications are made, the report
should be printed again. The nursing staff can print the report, but the nurse assigned to the patient
primarily prints it or staff who make modifications to the report. Printing the Initial Interview is
mandatory, unless otherwise specified by hospital policy. The report is usually a permanent part of
the patient's chart.

21.1 How to Print

The Initial Interview Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Initial Interview Report.

System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.

21.2 Description and Usage

The Initial Interview is a document that includes information regarding the patient’s demographics,
pertinent history, and discharge planning. The Point of Care system allows for the ability of the
patient’s demographics and pertinent history to be copied from admission to another. The copying
process can occur as long the patient has been registered using the same name spelling, birthday,
and social security number. If POC documentation has purged to Clinical History it cannot pull
forward. A message will print at the bottom of the copied version to the Initial Interview.

NOTE: Currently, Home Medications are copied to a new account based on the same parameters
used by Copy Previous Pertinent History. If Electronic Medication Reconciliation is utilized, the
medications that were continued at discharge on the previous stay will generate as Home
Medications on the Initial Interview for the current stay. If the "No Home Medications" option is
selected, None will display beneath Current Medications. The availability of documentation entered
via the new Medication Reconciliation Application is not restricted by POC keep days. 
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Initial Interview - Page 1
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Initial Interview - Page 2
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Initial Interview - Page 3  
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Initial Interview - Pg. 4
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Initial Interview with "Copy Previous Pertinent History" Message
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

· Patient Information Box: 

Patient's name Name (person to contact in an emergency)

Birth date and age Relation (of above person) Sex

Address Marital status Phone

Occupation Attending physician Religion

Consulting physician Chief Complaint

· Immunizations: Lists immunizations and the dates they were received
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Chapter 22 Initial Physical Assessment

The Initial Physical Assessment is a document that includes information regarding the patient’s
initial vital signs and assessment of body systems. It can be printed at anytime during the patient’s
stay, but should be primarily printed after completion on the system. If modifications are made, the
report should be printed again. The nursing staff can print the report, but the nurse assigned to the
patient primarily prints it or staff who make modifications to the report. Printing the Initial Physical
Assessment is mandatory, unless otherwise specified by hospital policy. The report is usually a
permanent part of the patient's chart.

NOTE: The system will print the Late Entry stamp to late entries made to the Initial Physical
Assessment. When user is prompted to reprint notes they must go to Printing Menu Page 2 and
reprint the Initial Physical Assessment.

22.1 How to Print

The Initial Physical Assessment may be viewed and printed from the Virtual Chart or sent directly to
a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Initial Physical Assessment Report.

System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.

22.2 Description and Usage

The Initial Physical Assessment is a document that includes information regarding the patient’s
initial vital signs and assessment of body systems.
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Initial Physical Assessment - Page 1
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Initial Physical Assessment - Page 2
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Initial Physical Assessment - Page 3
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.  

· Initial Vital Signs: Displays temperature (including site), pulse (including site), respiration, blood
pressure (including posture and extremity), weight, O2, O2 L/Min, FiO2, O2 Sat, and the date,
time, name and title of the person who charted the information.

· Assessment Categories: Each assessment will be preceded by the appropriate heading below:

§ Metabolic/Integument § Pulmonary § Cardiovascular 

§ Gastrointestinal § Genitourinary § Reproductive

§ Musculoskeletal § Neurological § Injury Risk

§ Pain § Psychosocial § Intravenous

§ Wound



POC Reports User Guide93

© 2025 TruBridge

Chapter 23 M.A.R.

The MAR - Temporary is a document that includes the patient’s medication administration chart for
the current 24 hours, based on one of the following time periods determined by nursing
administration: 0700 – 0659, 1500 – 1459 or 2300 – 2259. It can be printed at anytime during the
patient’s stay by the nursing staff. Printing of the MAR is optional, unless otherwise specified by
hospital policy. The report is a temporary report and usually not a permanent part of the patient's
chart. 

23.1 How to Print

The M.A.R. may be viewed and printed from the Virtual Chart or sent directly to a printer using the
Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select MAR Temp.

23.2 Description and Usage

The MAR - Temporary is a document that includes the patient’s medication administration chart for
the current 24 hours, based on one of the following time periods determined by nursing
administration: 0700 – 0659, 1500 – 1459 or 2300 – 2259.  The medications are grouped by
categories (X1, Scheduled/Routine, IV orders and PRN) and display in the order in that they were
entered into the system. The 24 hours display in eight-hour time periods, with the medication
administration time(s) and the initials of the nurse who administered the medication appearing
below, if the medication was given. (The Medication Record that is printed from the Nursing
Department, Hospital Base menu-Print Reports-A or the Nursing Department, Patient Functions
Screen-Z, does not include the administration time(s) and the initials of the nurse who administered
the medication.)

Listed below is an explanation of each column.

· Demographics Box (upper right-hand corner): Displays patient's name, admitting physician,
age, sex, date of birth, room number, medical record number, and any drug and food allergies
documented through the TruBridge EHR system. In addition to the above mentioned box, a single
line containing the patient's name, account number, age, sex, room number, chief complaint and
page number will appear along the bottom edge of the page.

· One-Time Orders: All X1 medications that were ordered, scheduled, administered or
discontinued during the 24 hour period covered by the report will display as well as the start and
stop date, stop code and "Unverified" if the medication has not been verified.
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· One-Time Orders – Cont.: Displays medication description, dosage, frequency, instructions,
and scheduled time under the appropriate hour of the eight-hour block. The initials of the person
who administered the medication or "G" and the administration time will appear under the
appropriate hour of the eight-hour block. If a medication was administered using the second
witness option, the system will print the second employee's initials and time of medication
administration in a bold font underneath the first employee's initials and time of medication
administration.

· Scheduled / Routine Medications: Displays all routine medications that were ordered,
scheduled, administered or discontinued during the 24 hour period covered by the report. Will
also display the start date, stop date if applicable, stop code if applicable and "Unverified" if the
medication has not been verified, medication description, dosage, frequency, instructions,
components and flow rate on piggybacks, and the scheduled time appears under the appropriate
hour of the eight-hour block. The initials of the person who administered the medication or "G"
and the administration time will appear under the appropriate hour of the eight-hour block. If a
medication was administered using the second witness option, the system will print the second
employee's initials and time of medication administration in a bold font underneath the first
employee's initials and time of medication administration.

· IV Orders: Displays all continuous IVs that were ordered, scheduled, administered or
discontinued during the 24 hour period covered by the report. Will also display the start date, stop
date if applicable, stop code if applicable, and "Unverified" if the IV has not been verified,
medication description, flow rate, frequency, and components. The initials of the person who
administered the medication or "G" and the administration time will appear under the appropriate
hour of the eight-hour block. If a medication was administered using the second witness option,
the system will print the second employee's initials and time of medication administration in a
bold font underneath the first employee's initials and time of medication administration. Alternating
IV orders will be flagged  with "***ALTERNATING IV SET 1***" or "Alt. IV Set 1***", with the
number being the order number from the patient's pharmacy profile.

· PRN Medications: Displays all PRN medications that were ordered, administered or
discontinued during the 24 hour period covered by the report. Will also display start date, stop
date if applicable, stop code if applicable, and "Unverified" if the medication has not been verified,
medication description, dosage, frequency, and instructions. The initials of the person who
administered the medication or "G" and the administration time will appear under the appropriate
hour of the eight-hour block. If a medication was administered using the second witness option,
the system will print the second employee's initials and time of medication administration in a
bold font underneath the first employee's initials and time of medication administration.

NOTE: Employees' initials must be set up in the Employee Master File of the Payroll application in
order for them to print as an indication that a medication was administered. If no initials are set up,
the system will print a "G" (Given) under the corresponding hour of the eight-hour block.
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Chapter 24 M.A.R.- Final

The MAR-Final is a document that includes the patient’s complete medication administration chart
for the previous 24 hours, based on one of the following time periods determined by administration:
0700 – 0659, 1500 – 1459 or 2300 – 2259. It can be printed at anytime during the patient’s stay, but
should be printed automatically at a specific hour, once a day. can be printed at anytime during the
patient’s stay, but should be printed automatically at a specific hour, once a day. Printing the MAR-
Final is optional, unless otherwise specified by hospital policy. The report is usually a permanent
part of the patient's chart.

24.1 How to Print

The M.A.R. - Final may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select MAR Final.

24.2 Description and Usage

The MAR-Final is a document that includes the patient’s complete medication administration chart
for the previous 24 hours, based on one of the following time periods determined by administration:
0700 – 0659, 1500 – 1459 or 2300 – 2259. 

· The medications are grouped by categories (X1, Scheduled/Routine, IV orders, and PRN) and
display in the order in that they were entered into the system. 

· The previous 24 hours display in eight-hour time periods, with the medication administration
time(s), the initials of the nurse who administered the medication, and the actual time the
medication was administered appearing below, if the medication was given. (The Medication
Record that is printed from the Nursing Department, Hospital Base menu-Print Reports-A or the
Nursing Department, Patient Functions Screen-Z, does not include the administration time(s) and
the initials of the nurse who administered the medication.)  

· The Point of Care MAR takes the place of the Medication Record.

Listed below is an explanation of each column.

· Demographics Box (upper right-hand corner): Displays patient's name, admitting physician,
age, sex, date of birth, room number, medical record number, and any drug and food allergies
documented through the TruBridge EHR system. In addition to the above mentioned box, a single
line containing the patient's name, account number, age, sex, room number, chief complaint and
page number will appear along the bottom edge of the page.
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· One-Time Orders: Displays all X1 medications that were ordered, scheduled, administered or
discontinued during the 24-hour period covered by the report. Will also display start and stop
date, stop code and "Unverified" if the medication has not been verified, medication description,
dosage, frequency, instructions, and scheduled time under the appropriate hour of the 8- hour
block. The initials of the person who administered the medication or "G" and the administration
time will appear under the appropriate hour of the eight-hour block. If a medication was
administered using the second witness option, the system will print the second employee's
initials and time of medication administration in a bold font underneath the first employee's initials
and time of medication administration. If the medication has a future start date or time and is
administered before the start date and time, it will pull to the MAR with an “*” to the left of the
administration area.

· Scheduled / Routine Medications: Displays all routine medications that were ordered,
scheduled, administered or discontinued during the 24-hour period covered by the report. Will
also display start date, stop date if applicable, stop code if applicable and "Unverified" if the
medication has not been verified, medication description, dosage, frequency, instructions,
components and flow rate on piggybacks, and scheduled time under the appropriate hour of the
eight - hour block. The initials of the person who administered the medication or "G" and the
administration time will appear under the appropriate hour of the eight-hour block. If a medication
was administered using the second witness option, the system will print the second employee's
initials and time of medication administration in a bold font underneath the first employee's initials
and time of medication administration. If the medication has a future start date or time and is
administered before the start date and time, it will pull to the MAR with an “*” to the left of the
administration area.

· IV Orders: Displays all continuous IVs that were ordered, scheduled, administered or
discontinued during the 24-hour period covered by the report. Will also display start date, stop
date if applicable, stop code if applicable, and "Unverified" if the IV has not been verified,
medication description, flow rate, frequency, and components. The initials of the person who
administered the medication or "G" and the administration time will appear under the appropriate
hour of the eight-hour block. If a medication was administered using the second witness option,
the system will print the second employee's initials and time of medication administration in a
bold font underneath the first employee's initials and time of medication administration. If the
medication has a future start date or time and is administered before the start date and time, it
will pull to the MAR with an “*” to the left of the administration area. Alternating IV orders will be
flagged  with "***ALTERNATING IV SET 1***" or "Alt. IV Set 1***", with the number being the order
number from the patient's pharmacy profile.

· PRN Medications: Displays all routine medications that were ordered, scheduled, administered
or discontinued during the 24 hour period covered by the report. Will also display order number,
start date, stop date if applicable, stop code if applicable and "Unverified" if the medication has
not been verified, medication description, dosage, PRN frequency, instructions,  and the
components and flow rate on piggybacks. The time of the administration and the initials of the
person who administered the medication will appear under the appropriate column. If a
medication was administered using the second witness option, the system will print the second
employee's initials and time of medication administration in a bold font underneath the first
employee's initials and time of medication administration.

NOTE: If the medication has a future start date or time and is administered before the start date
and time, it will pull to the MAR with an “*” to the left of the administration area.
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NOTE: Employees' initials must be set up in the Employee Master File of the Payroll application in
order for them to print as an indication that a medication was administered. If no initials are set up,
the system will print a "G" (Given) under the corresponding hour of the eight-hour block.
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Chapter 25 Medication Reconciliation Report

The Medication Reconciliation Report can be used to track a patient's medications from admit to
discharge or transfer to another care giver or facility. Printing the Medication Reconciliation Report
is optional, unless otherwise specified by hospital policy. Depending on its usage, the report may or
may not be a permanent part of the patients chart.  This is based by your hospital’s policy.

25.1 How to Print

The Medication Reconciliation Report may be viewed and printed from the Virtual Chart or sent
directly to a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Med-Reconciliation Report.

System prompts "Medication Reconciliation Report Options"
Reasons
Additional Medications
Physician's Discontinue Option
Physician's Discontinue option for Home Meds

If Reasons is selected:

A. A reason line will be added to the report under each medication.

If Additional Medications is selected:

A.  Lines to write in additional medications will be added to the bottom of the report.

If Physician's Discontinue Option is selected:

A.  A physician's discontinue box will be added to the report next to the existing continue option.

If Physician's Continue/Discontinue option for Home Meds is selected:

A. Continue/Discontinue options will be added for all home meds on the report.

4. Enter the report options desired and select OK.
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25.2 Description and Usage

There are two options when using this report.  The two options are active meds and all meds. This
report can be used to track a patient's medications from admit to discharge or transfer to another
care giver or facility. If Electronic Medication Reconciliation is utilized, medications will generate on
this report based on documentation entered via the new Medication Reconciliation Application.

· Active Medications Section Includes
§ Home Medications
§ All Current Medications
§ Options available are to Continue medications, Discontinue medications, or Add Additional

medications
§ Tracks the patient's active medications until discharged or transfer to another caregiver or

facility

· All Medications Section Includes
§ Home Medications
§ All Medications 
§ Options available are  to Continue medications, Discontinue medications, or Add Additional

meds
§ Tracks the patient's medications upon admission until discharge or transfer to another

caregiver or  facility

NOTE: If the "No Home Medications" option is selected via Medication Reconciliation, Home
Medications will display as None.
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Medication Reconciliation Report
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Medication Reconciliation Report - Page 2
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Medication Reconciliation Report - Page 3



POC Reports User Guide103

© 2025 TruBridge

Listed below is an explanation of each column.

· Patient Information: Displays patient's name, room number, age, sex, admitting physician,
consulting physician, chief complaint, and any drug allergies documented through the TruBridge
EHR system.

· Medication Information: Displays medication description, dosage, frequency, route,
instructions, start/stop information including the stop codes, flow rate and components on IV
piggybacks, PCA medications and protocol, the diabetic record medication and sliding scale. It
also includes the option to continue or discontinue the medication as well as the option to add
additional medication.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. A single line containing the patient's name, account number,
age, sex, room number, and page number will appear along the bottom edge of the page.

NOTE: “Med continued on the next page” will print at the bottom of the page if information continues
to the next page. “Med is continued from previous page” will print at the top of the subsequent page.
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Chapter 26 Medication Record

The Medication Record is a document that includes all ordered medications for an individual
patient. It can be printed at anytime during the patient’s stay by the nursing staff.  Printing the
Medication Record is optional, unless otherwise specified by hospital policy. The report is usually
not a permanent part of the patient's chart and can be discarded after use.

26.1 How to Print

The Medication Record may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Medication Record.

System prompts, "Select Medication Record print dates."

4. Enter the dates that the reports is needed.

5. Select Print.

     System prompts "Do you want to include Administration Record?"

6. Selecting this option will include the administration record to the Medication Record.

26.2 Description and Usage

The Medication Record is a document that includes all ordered medications for an individual
patient. 
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Medication Record
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Listed below is an explanation of each column.

· Patient Information: Displays patient's name, room number, age, sex, admitting physician, chief
complaint, and any drug allergies documented through the TruBridge EHR system.

· Medication Information: Displays medication description, dosage, frequency, route,
instructions, flow rate and components on IV piggybacks and will also include check boxes to
either continue or discontinue the medication.

· Omission Information: Displays date, time, and reason medication was omitted.

· Administration Record: Displays date/time, nurse, dose/unit, site, and comments/reason.

NOTE: If a medication was administered using the second witness option, the system will print the
second employee's initials and time of medication administration in a bold font underneath the first
employee's initials and time of medication administration.
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Chapter 27 Multidisciplinary Reports

27.1 Overview

The Multidisciplinary application allows the capability of printing reports that contain only
documentation specific to a particular discipline.  Access to chart as a discipline other than
Nursing is determined by Employee Security. Four reports are currently available: Patient
Progress Notes, Activities, Initial Interview and Initial Physical Assessment.

27.2 Patient Progress Notes

The Multidisciplinary Patient Progress Notes is a document that includes information from most
POC applications charted during a given time frame. It can be printed at anytime during the
patient’s stay, but should be printed at the end of each shift and at patient discharge. The
Multidisciplinary staff can print the report; however, the nurse assigned to the patient can also print
the Patient Progress Notes with multidisciplinary documentation included. Printing the
Multidisciplinary Patient Progress Notes is mandatory, unless otherwise specified by hospital
policy. The report is usually a permanent part of the patient's chart.
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Description and Usage

The Multidisciplinary Patient Progress Notes is a document that includes information from most
POC applications charted during a given time frame. The Initial Interview and Initial Physical
Assessment are not included in the Multidisciplinary Patient Progress Notes. Documentation from
the nursing staff will print to the report if selected. 

Patient Progress Notes
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, and any drug allergies documented through the TruBridge
EHR system. In addition to the above mentioned box, a single line containing the patient's name,
account number, age, sex, room number, and page number will appear along the bottom edge
of the page.

· Entries: Each entry will fall under the appropriate application heading. The heading will be
highlighted with bold text and preceded by the following:
§ Time the entry was charted
§ The name and title of the individual who entered the information
§ Two to three character code indicating the application in which the entry was charted

· Application codes and descriptions: Displays the following:

(P/A)-Physical Assessment (NSS)-Shift Summary (PCA)-PCA Medications

(MED)-Pharmacy (EDU)-Education (VS)-Vital Signs

(NO)-Nursing Order (BSU)-Diabetic Record (ORD)-Ancillary Orders

(F/S)-Floor Stock (NAC)-Nursing Activities (PL)-Problem List

· Signature Line: An optional signature line is provided at the bottom of this report. A switch
located in the POC control record controls whether or not the signature line displays on the
Multidisciplinary Patient Progress Notes.

· Progress Note Format: There are a choice of three formats set up in the chart cart control
record. Format A will display vertically with entries in chronological order. Format B will display
vertically grouped information based on what user has set up in the control record, in
chronological order. Format C will display horizontally with entries in chronological order or in
groups

27.3 Activities

The Activities report is a document that includes completed activities for the patient. The report can
be printed to reflect all activities charted with in a specific shift, multiple shifts or from the beginning
of stay. It can be printed at anytime during the patient’s stay by the nursing staff. Printing the
Activities report is optional, unless otherwise specified by hospital policy. The report is usually not a
permanent part of the patient's chart.

Description and Usage

The Activities report is a document that includes completed activities for the patient. The report can
be printed to reflect all activities charted with in a specific shift, multiple shifts or from the beginning
of stay.
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Activities
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, and any drug allergies documented through the TruBridge
EHR system. In addition to the above mentioned box, a single line containing the patient's name,
account number, age, sex, room number, and page number will appear along the bottom edge of
the page.

27.4 Initial Interview

The Initial Interview is a document that includes information regarding the patient’s demographics,
pertinent history, and discharge planning. It can be printed at anytime during the patient’s stay, but
should be primarily printed after completion on the system. If modifications are made, the report
should be printed again. The nursing staff can print the report, but the nurse assigned to the patient
primarily prints it or staff who make modifications to the report. Printing the Initial Interview is
mandatory, unless otherwise specified by hospital policy. The report is usually a permanent part of
the patient's chart.

Description and Usage

The Initial Interview is a document that includes information regarding the patient’s demographics,
pertinent history, and discharge planning.
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Initial Interview



POC Reports User Guide113

© 2025 TruBridge



Multidisciplinary Reports 114

© 2025 TruBridge

Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, and any drug allergies documented through the TruBridge
EHR system. In addition to the above mentioned box, a single line containing the patient's name,
account number, age, sex, room number and page number will appear along the bottom edge of
the page.

· Patient Information Box: Displays the following:

Patient's name Name (person to contact in an emergency)

Birth date and age Relation(of above person) Sex

Address Marital status Phone

Occupation Attending physician Religion

Consulting physician Chief Complaint

27.5 Initial Physical Assessment

The Initial Physical Assessment is a document that includes information regarding the patient’s
initial vital signs and assessment of body systems. It can be printed at anytime during the patient’s
stay, but should be primarily printed after completion on the system. If modifications are made, the
report should be printed again. The nursing staff or other disciplines can print the report, but the
nurse assigned to the patient primarily prints it or staff who make modifications to the report. 
Printing the Initial Physical Assessment is mandatory, unless otherwise specified by hospital policy.
The report is usually a permanent part of the patient's chart.

Description and Usage

The Initial Physical Assessment is a document that includes information regarding the patient’s
initial vital signs and assessment of body systems.
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Initial Physical Assessment
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, and any drug allergies documented through the TruBridge
EHR system. In addition to the above mentioned box, a single line containing the patient's name,
account number, age, sex, room number and page number will appear along the bottom edge of
the page.

· Initial Vital Signs: Will display the following:
§ Temperature (including site)
§ Pulse (including site)
§ Respiration
§ Blood Pressure (including posture and extremity)
§ Weight  
§ The date, time, name and title of the person who charted the information.

· Assessment Categories: To be determined by Hospital or Multidiscipline Department.
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Chapter 28 Nursing Order Report

The Nursing Orders report is a document that includes the patient’s verified nursing orders and the
current status of each order. It can be printed at anytime during the patient’s stay, but it is primarily
printed for the nursing assistants as a worksheet. Printing the Nursing Orders report is optional,
unless otherwise specified by hospital policy. The report is commonly not a permanent part of the
patient's chart and can be discarded after use.

28.1 How to Print

The Nursing Order Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Nursing Order Report.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

28.2 Description and Usage

The Nursing Orders report is a document that includes the patient’s verified nursing orders and the
current status of each order.  It can be used as a worksheet by nursing aides to organize shift
duties. It can be used by physicians to continue or discontinue orders on a transferring patient.
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Nursing Orders Report

Nursing Orders
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Patient's name, admitting physician,
age, sex, room number, medical records number, and any drug allergies documented through
the TruBridge EHR system. In addition to the above mentioned box, a single line containing the
patient's name, account number, age, sex, room number and page number will appear along the
bottom edge of the page.

· Nursing Order Box: Shaded in gray, each box displays one nursing order of up to three lines
with a total of 225 characters.

· Nursing Order Comment: Displays any comment that was added, the last time the order was
addressed.

· Additional Notes: Unverified nursing orders will NOT be included in this report. Nursing orders
discontinued within eight hours of the printing of this report, will be included
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Chapter 29 O2 Saturation Bar Graph

The O2 Sat Bar Graph is a document that displays the O2LM, FiO2, and O2SAT, which is graphed
and includes the method. It can be printed at anytime during the patient’s stay by the nursing staff,
but the nurse assigned to the patient primarily prints it. Printing the O2 Sat Bar Graph is optional,
unless otherwise specified by hospital policy. The report is usually not a permanent part of the
patient's chart.

29.1 Description and Usage

The Problem Activity report is a document that includes the patient’s identified problems and goals
and all activity charted on each. It displays the path of progression toward resolution from the
beginning of stay.
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Problem Activity Report
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Unisex Body Report
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

· Problem List Box: Shaded in gray, each box contains one problem order of up to seventy-five
characters

· Problem Activity: Just below the problem box will be list of goals with date, time, and persons
name of who entered goals. Following the goals will be the action taken related to the problem
contained in a box. All goals and goal activity will follow the last action to the problem box in
chronological order. All entries will be preceded by the date, time, and name of person who
entered the information. The last action taken will appear in bold with comments listed below.

· Problem List Status: The status indicates the last action taken on the problem and will appear
directly above the comment. The date and time will indicate the last time the problem was
charted on and will display the name and title of the person who charted on the problem or goals.

· Additional Notes: Displays problems that have been resolved will display on this report.

· Unisex Body Report: An optional Unisex Body report can print along with the Problem Activity
Report.  This report will only print if a physical assessment question has been answered that
allowed documentation of a wound, pain, or decubitus location on the unisex body. The report will
list the marked sites (A-H) along with the site description(s). Also predefined Stage Descriptions
will print at the bottom of the report. A switch located on the physical assessment questions
controls whether or not the unisex body will display when the question is accessed. This is not a
cumulative report.

NOTE: Nursing Orders will display a total of three lines of characters with 75 characters on each
line for a total of 225 characters.

29.2 How to Print

The O2 Saturation Bar Graph may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select O2 Sat Bar Graph Report.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.
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 System prompts "Select Time Range for the O2 Saturation Bar Graph Report"

7.  Select the time range that the report is needed.

8.  Select Print.

29.3 Description and Usage

The O2 Sat Bar Graph is a document that displays the O2LM, FiO2, and O2SAT, which is graphed
and includes the method.
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O2 Saturation Bar Graph

Listed below is an explanation of each column.

· Demographics box (located upper right-hand corner): Displays patient’s name, account
number, admitting physician, age, sex, room number, medical record number, and any drug
allergies documented through the TruBridge EHR system.

· O2 Information: O2 L/M, FiO2, and O2 Sat values display numerically. O2 Sat values display
as a bar graph. O2 Sat values display on the bar graph along with the method.
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Chapter 30 Pain Assessment Flowsheet

The Pain Assessment Flowsheet is a document that includes specific patient information charted
from the beginning of the patient’s hospital stay to the minute it is printed on the system. It can be
printed at anytime during the patient’s stay by the nursing staff. Printing the Pain Assessment
Flowsheet is optional, unless otherwise specified by hospital policy. The report is usually not a
permanent part of the patient’s chart and can be discarded after use.

30.1 How to Print

The Pain Assessment Flowsheet may be viewed and printed from the Virtual Chart or sent directly
to a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Pain Flow Sheet.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A. The Pain Assessment Flowsheet can be set up to print:

· as part of end-of-shift reports

· as part of discharge reports and designated for multiple copies

· to automatically print at a specific hour to a specific printer. 

The code for this report is “PAF,” which is set up in the Point of Care Department Table through
Nursing Administration, Hospital Base menu-Master Selection-B-1-N. 

30.2 Description and Usage

The Pain Assessment Flowsheet is a document that includes specific patient information charted
from the beginning of the patient’s hospital stay to the minute it is printed on the system. This
flowsheet provides both nurses and physicians details of the patient’s pain status and any
associated documentation. 
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Pain Assessment Flowsheet
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, patient
account number, admitting physician, age, sex, room number, medical record number, and any
drug allergies documented through the TruBridge EHR system.

· Entries: Displays a pain scale value from 0-10 that was charted via the Pain Scale, any
documented vital sign, physical assessment, activity or medication flag to print to the Pain
Assessment Flowsheet, preceded by the following:
§ Date and time the entry was charted
§ The name and title of the individual who entered the information
§ Two to 3-character code indicating the application in which the entry was charted
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Chapter 31 Patient Account Detail Report - Floor Stock Report

The Floor Stock Report has been changed so that when the Floor Stock Report is selected from
the Virtual Chart, the Charging Review Screen is launched. From the Charging Review Screen,
user can select Account Detail to see a list of charges on the account. This report may be
viewed/printed in PDF format. 

Please see the Charging User Guide for more information.

https://userareas.cpsi.com/userareas/files/user_guides/Charging.pdf
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Chapter 32 Patient Census

The Patient Census is a document that includes specific patient information charted within the
previous eight or twelve hours from the minute it is printed on the system. It can be printed at
anytime during the patient’s stay, but it is primarily printed at end of shift for nursing supervisors.
Printing the Patient Census is optional, unless otherwise specified by hospital policy. The report is
usually not a permanent part of the patient's chart and can be discarded after use.

32.1 How to Print

The Patient Census may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Patient Census.

    System prompts, "Print Report By:"
Patient
Physician

If Patient is selected:

A.  Select a patient by choosing "This Department", "My Patients", or "Current Patients."

B.  Click patient name and then "Add Selected" to add patient to Patient Selection List

If Physician is selected:

A.  Select a Physician by typing in a physician's name or checking "All Physicians" and
choosing a physician.

B.  Click the Physician name and then "Add Selected" to add physician to Physician
Selection List

C.  The Patient Census can be processed for "Your Dept Only" or "All Depts" by selecting
the appropriate radio button.

4. Select Process.

 System prompts "Enter Number of Copies to Print"

5.  Enter the number of reports to print.

6.  Select OK.
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Q. WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A. The Patient Census can be set up to print:

· as part of end-of-shift reports

· to automatically print at a specific hour to a specific printer

The code for this report is “PC,” that is set up in the Point of Care Department Table through
Nursing Administration, Hospital Base Menu-Master Selection-B-1-N. The report can be
customized per nursing department from the Nursing Department, Hospital Base menu-Print
Reports-P-chart type-8 and W.) (The Patient Census is more detailed on each patient than the
Regular or Mini Nursing Station Census that is printed from the Nursing Department, Hospital Base
menu-Print Reports -2 or 3.) 

32.2 Description and Usage

The Patient Census is a document that includes specific patient information charted within the
previous eight or twelve hours from the minute it is printed on the system. This report provides the
nursing staff with details of the patient’s condition and plan of care. It is a primary tool used by the
nursing supervisor at shift change.
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Patient Census
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Listed below is an explanation of each column.

· Demographics: Displays the following: 

§ Chief Complaint § Attending Physician § Room

§ Age § Sex § Working Diagnosis 1

§ Working Diagnosis 2 § Length of Stay § Height

§ Weight § Food Allergies § Condition Code

§ Diet § Special Instructions § Restraints

§ Drug Allergies § Admit Date § DNR

§ Advance Directive § Pregnant § Breast Feeding

§ Isolation § Violent Patient § MRSA

§ VRE § Fall Risk § Language

§ Ethnicity § Immunization

· Vital Signs: Displays most recent temperature, pulse, respirations, and blood pressure
display numerically.

· O2: Displays most recent O2 L/M and O2 Sat values display numerically.

· Intake: The user determines if the intake will display in total or detail. If detail and total is
chosen, then 3 out of 11 options can be selected to display on the report. If intake other than
what was selected for the detail options is charted on the patient, it will display as “other.” If
total is selected in the setup, the total displays on the report. If detail is selected in the setup,
the detail and total display on the report. Pediatric and Nursery chart types will include a breast
feeding section if recorded.

· Output: The user determines if the output will display in total or detail. If detail and total is
chosen, then 3 of 14 options can be selected to display on the report. If output other than what
was selected for the detail options is charted on the patient, it will display as “other.” If total is
selected in the setup, the total displays on the report. If detail is selected in the setup, the detail
and total display on the report.

· Current Medications: Displays the description and status (“not administered” or if
administered, route/site, quantity, unit, and administered time) of the medication displays on
the report.

· X1 ( one-time) Medications: Displays the description and status (“not administered” or route,
quantity, unit, administered time) of the medication displays on the report.

· PRN Medications: Displays the description and status (“not administered” or if administered,
route/site, quantity, unit, administered time) of the medication displays on the report.

· Future Medications: Displays the description and details (quantity, unit, route, flow rate, start
date and time) of the medication displays on the report.
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· IV Information: Displays the description, flow rate, description of insulin, quantity, unit,
administered date and time, blood sugar level or “no insulin given,” blood sugar, intervention,
charted date and time.  Will also display alternating IV orders will be flagged  with
"***ALTERNATING IV SET 1***" or "Alt. IV Set 1***", with the number being the order number
from the patient's pharmacy profile.

· Flagged Abnormals

· Distinctive Physical Assessments: Displays assessments charted within the eight or 12
hour period covered, that are flagged as distinctive and is noted by the medical staff. Will also
display the date and time of entry. In order for this information to be reflected, it must be set up
by Nursing Administration.

· Distinctive Nursing Assessments: Displays assessments charted within the eight or twelve
hour period covered, that are flagged as distinctive and be noted by the medical staff as well
as the date and time of entry. In order for this information to be reflected, it must be set up by
Nursing Administration.

· Flagged Nursing Orders: Displays status and time of entry or documentation. In order for
this information to be reflected, it must be set up by Nursing Administration. Nursing order
description fields have been expanded to include up to three lines of 75 characters on each
line (225 characters total).
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Chapter 33 Patient Drug Information

Please refer to the Patient Education Documents User Guide for information on this topic.

https://userareas.cpsi.com/userareas/files/user_guides/Patient_Education_Documents.pdf
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Chapter 34 Patient Education Documents

Please refer to the Patient Education Documents User Guide for information on this topic.

https://userareas.cpsi.com/userareas/files/user_guides/Patient_Education_Documents.pdf
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Chapter 35 Patient Medical Summaries (CCDA

Please refer Patient Medical Summaries (CCDA) User Guide for information on this topic.

https://userareas.cpsi.com/userareas/files/user_guides/Patient_Medical_Summaries_(CCDA).pdf
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Chapter 36 Patient Progress Notes

The Patient Progress Notes is a document that includes information from most POC applications
charted during a given time frame. It can be printed at anytime during the patient’s stay, but should
be printed at the end of each shift and at patient discharge. The nursing staff can print the report;
however, the nurse assigned to the patient can print the Patient Progress Notes, via the option, End
of Shift. Printing the Patient Progress Notes is mandatory, unless otherwise specified by hospital
policy. The report is usually a permanent part of the patient's chart.

36.1 How to Print

The Initial Physical Assessment may be viewed and printed from the Virtual Chart or sent directly to
a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Patient Progress Notes.

4. System prompts, "View Patient Progress Notes"

5. Enter a start date and end date or choose to print from beginning of stay.

6. Select Begin Viewing

System prompts "Include stricken/amended data?"

7. This option will include any stricken or amended data in the report.

36.2 Description and Usage

The Patient Progress Notes is a document that includes information from most POC applications
charted during a given time frame. The Initial Interview and Initial Physical Assessment are not
included in the Patient Progress Notes. Documentation from the multi-disciplinary applications
prints to the report, also. It is printed at the end of shift and signed by the nurse assigned to the
patient. 

NOTE: If a user has the behavior control "Amend MAR Documentation for Any Login," any
super amended documentation performed in the Updated EMAR will display on Patient Progress
Notes along with the date/time and reason. 
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Patient Progress Notes - Format A - Page 1
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Patient Progress Notes - Format A - Page 2
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Patient Progress Notes - Format A - Page 3
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Patient Progress Notes - Format A - Page 4
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Patient Progress Notes - Format B - Page 1
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Patient Progress Notes - Format B - Page 2
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Patient Progress Notes - Format B - Page 3
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Patient Progress Notes - Format C - Page 1
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Patient Progress Notes - Format C - Page 2
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Patient Progress Notes - Flow Chart Notes
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Medication Charge Report
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Unisex Body Report
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

· Entries: Each entry will fall under the appropriate application heading. The heading will be
highlighted with bold text and preceded by the following:
§ Time the entry was charted, if charting takes place over 2 days, the date and time associated

with the charting will be included on the report if there is more than 24hrs between locks.
§ The name and title of the individual who entered the information
§ Two to three character code indicating the application in which the entry was charted

· Application codes and descriptions:
§ All routine medications that were administered or discontinued during the period covered by the

report, if medications are selected to print on the Patient Progress Notes report. If a medication
was administered using the second witness option, the system will print the second
employee's initials and time of medication administration in a bold font underneath the first
employee's initials and time of medication administration.

§ Medication description, dosage, frequency, & instructions, if medications are selected to print
on the Patient Progress Notes report.

§ If an entry is made via the Notepad option on a flowchart, it will print on a separate page titled,
PATIENT PROGRESS NOTES – Flow Chart Notes. This page will be the last page of the
Patient Progress Notes.

§ Vital Signs: Body Mass Index (BMI) displays with Vital Signs each time Height/Weight are
entered. BMI will re-calculate each time a new weight is entered. Height may remain constant.
Mean Arterial Pressure (MAP) will calculate and display with the blood pressure documented.

(P/A)-Physical Assessment (NSS)-Shift Summary (PCA)-PCA Medications

(MED)-Pharmacy (EDU)-Education (VS)-Vital Signs

(NO)-Nursing Order (BSU)-Diabetic Record (ORD)-Ancillary Orders

(F/S)-Floor Stock (NAC)-Nursing Activities (PL)-Problem List

· Signature Line: An optional signature line is provided at the bottom of this report for the nurse
primarily responsible for the patient's care.  A switch located in the POC control record controls
whether or not the signature line displays on the Patient Progress Notes.

· Flow Chart Notes: Flow Chart Notes prints with Patient Progress Notes.  This report lists entries
made via the notepad feature within a flowchart.

· Medication Charge Report: An optional Medication Charge report can print along with the
Patient Progress Notes.  This report is for nursing departments utilizing the Charge Meds at
Administration feature. This report lists medications that will be charged when End-of-shift
procedures are performed. A switch located in the POC control record controls whether or not
the Medication Charge Report prints with the Patient Progress Notes.
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· Unisex Body Report: An optional Unisex Body report can print along with the Patient Progress
Notes.  This report will only print if a physical assessment question has been answered that
allowed documentation of a wound, pain, or decubitus location on the unisex body. This is not a
cumulative report. It will list the marked sites (A-H) along with the site description(s). Also
predefined Stage Descriptions will print at the bottom of the report. A switch located on the
physical assessment questions controls whether or not the unisex body will display when the
question is accessed.

· Progress Note Format: There are a choice of three formats set up in the chart cart control
record. Format A will display vertically with entries in chronological order. Format B will display
vertically grouped information based on what user has set up in the control record, in
chronological order. Format C will display horizontally with entries in chronological order or in
groups

NOTE: Nursing Orders will now display a total of three lines of characters with 75 characters on
each line for a total of 225 characters.
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Chapter 37 Patient Summary

The Patient Summary is a document that includes specific patient information charted within the
previous 24 hours from the minute it is printed on the system. It can be printed at anytime during
the patient’s stay, but it is primarily printed at the end of each shift. The nursing staff can print the
report, but the nurse assigned to the patient primarily prints it. Printing the Patient Summary is
optional, unless otherwise specified by hospital policy. The report is usually not a permanent part of
the patient’s chart and can be discarded after use.

37.1 How to Print

The Patient Summary Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Patient Summary Report.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

System prompts "Enter Number of Copies to Print"

7. Enter the number of reports to print.

8.  Select OK.

Q.  WHAT ARE THE SETUP OPTIONS FOR PRINTING?
A.   The Patient Summary can be set up to print:

· as part of end-of-shift reports

· as part of discharge reports and designated for multiple copies

· to automatically print at a specific hour to a specific printer. 

· Last action taken to problem: evaluation, intervention, addressed, resolved, etc.

The code for this report is “PS,” which is set up in the Point of Care Department Table through
Nursing Administration, Hospital Base Menu-Master Selection-B-1-N. 
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37.2 Description and Usage

The Patient Summary is a document that includes specific patient information charted within the
previous 24 hours from the minute it is printed on the system. This worksheet provides both nurses
and physicians details of the patient's condition and plan of care. It is the primary tool used by
nursing to conduct an organized and timely shift change. It is one of the reports preferred by
physicians to use as a reference while making rounds.  
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Patient Summary – Format A – Page 1
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Patient Summary – Format A- Page 2
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Patient Summary - Format B - Page 1
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Patient Summary - Format B - Page 2
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Patient Summary - Format B - Page 3
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Patient Summary - Format C - Page 1
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Patient Summary - Format C - Page 2
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Patient Summary - Format C - Page 3

Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, patient
account number, admitting and second physician, age, sex, room number, medical record
number, and any drug allergies documented through the TruBridge EHR system.

· Administrative Data: Displays admission date and time, length of stay, chief complaint, working
diagnoses 1 and 2, current diet, food dislikes, food allergies, and indicators of diabetic status,
fluid restriction, sodium restriction, smoker status, height in inches and centimeters, if patient is
pregnant or breastfeeding, 1st weight, yesterday’s weight and current weight in pounds and
kilograms, admitting condition and body surface area, isolation, fall risk, language, and ethnicity.

· Consults (Optional): Displays the description of the consultation and the status of the
consultation. In order for this information to be reflected, it must be set up by Nursing
Administration.

· Health History: Includes patient’s health history entered via the Initial Interview.
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· Current Medications: Lists all active medications at the time the report is printed. Can include
future dated medication orders. This feature is controlled by a switch in the Patient Summary
setup. Can also include medication description, dose, frequency, and auto stop date if applicable.
Does not include discontinued medications

· X1 (one-time) and PRN Medications: Includes all X1 & PRN administrations in the previous 24
hour period as well as the medication description, quantity, frequency and time of administration.
Will also include a reason on PRN medications. It does not include discontinued medications.

· Omitted Medications: Includes all omitted medications in the previous 24 hour period as well as
the date and time and reason for omission. Also includes “Check” time medications: if a
medication is administered outside of the 30 minute window prior to or after administration time,
the system can be set to flag the administration with “Check”. This feature is controlled by a
switch in the Point of Care Control Record in the Nursing Administration Department.

· Accucheck Readings:  (blood glucose monitoring): Includes all administrations in the
previous 24 hour period, date and time entry was charted, blood sugar level, description of
medication given (sliding scale insulin only), unit(s) of medication given, frequency, and any other
interventions charted.

· Graphic and I/O Data: Graph displays the twenty-four hours in four hour intervals. The
temperature is reflected in a line graph format. Pulse, respiration, blood pressure, O2, O2 L/Min,
FiO2, and O2 Sat values display below the graph. The intake and output volumes reflect totals
per shift, and a twenty-four hour total. I&O entries charted by frequency, display in the top left
corner of the boxes where volume entries also display. Nursery intake options will include P.O.
Formula, Pedialyte, Sterile Water, 5% Glucose Water, and Breast Feeding time, minutes, and
breast side. Nursery output option will include wet diapers. Pediatric intake options will include
P.O. Formula, PO Baby Food, PO Pedialyte and Breast Feeding time, minutes, and breast side.

NOTE: An asterisk (*) adjacent to pulse, respiration, and blood pressure, denotes multiple values
have been charted. The most current recorded value displays, with previous values listed in the
Patient Progress Notes.

· IV Fluid Left to Count/Drainage Level  (Optional): Displays IV and IV Piggy administrations in
the previous 24 hour period, IV fluid left to count and flow rate, drainage level, and date and time
last charted. In order for this information to be reflected, it must be set up by Nursing
Administration.

· Ancillary Department Orders: Displays the type of service (Radiology, Laboratory, Respiratory
Care, EKG/EEG, and Physical Therapy), date and time the order was entered, description of the
procedure, and status of the order  (including future scheduled order times, orders completed,
and orders discontinued). Orders that have been completed for more than 24 hours will not print
in this section.
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· Nursing Orders: Displays description of the order, status of the order (performed, completed,
discontinued, etc.), date and time the order was addressed, and the name and title of the person
who charted the entry. Any comments charted in reference to the order. Nursing order
description fields have been expanded to include up to three lines of 75 characters on each line
(225 characters total). This displays on Formats B and C.

· Problem List: Displays the description of problem and rank date and time of the last action taken
and the name and title of the person who charted the entry. Any comments charted in reference
to the problem.

· Distinctive Nursing Assessments  (Optional): Displays assessments charted in the last eight
hours that have been deemed as distinctive and should be noted by the nursing staff. In order for
this information to be reflected, it must be set up by Nursing Administration.

· Comments: An area for nursing to make any additional handwritten comments regarding the
patient, to pass along to the on-coming nurse during shift report

· Immunizations: Lists immunizations and the dates they were received
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Chapter 38 PCA Infusion Form

The PCA Infusion Form is a cumulative document that includes the patient’s PCA administration
chart and assessment from the beginning of stay. It can be printed at anytime during the patient’s
stay, but should be printed at the end of each shift or automatically at a specific hour, once a day.
The nursing staff can print the report, but the nurse assigned to the patient primarily prints it or it is
set up to automatically print at a specific hour. Printing the PCA Infusion Form is mandatory, unless
otherwise specified by hospital policy. The report is usually a permanent part of the patient's chart. 

38.1 How to Print

The PCA Infusion Form may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select PCA Infusion Form.

38.2 Description and Usage

The PCA Infusion Form is a cumulative document that includes the patient’s PCA administration
chart and assessment from the beginning of stay. 
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PCA Infusion Form
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system.

· Medication: The PCA medication description will be highlighted in a gray box.  

· Protocol: Displays date and time protocol was entered, name and title of person who entered it,
route of PCA, bolus (loading) dose, patient administered dose, continuous infusion rate (optional),
lock-out time, four-hour limit, amount purged from tube priming, and syringe amount.

· Administration Record: Displays date and time of the administration and name and title of
person who entered it. If a medication was administered using the second witness option, the
system will print the second employee's initials and time of medication administration in a bold
font underneath the first employee's initials and time of medication administration. Will also
display effective, ineffective, notes, respiration, blood pressure, pulse, number of demands,
number of injections, amount wasted, and amount left.
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Chapter 39 PC Backup

39.1 Overview

TruBridge has a backup system that stores Point of Care and Computerized Physician Order Entry
(CPOE) documentation in the event that the TruBridge system should go down. This system is
referred as PC Backup. Having PC Backup and Downtime procedures in place can ensure that the
difficult transition to written documentation will be a smooth one.

PC Backup is solely used to store Point of Care and CPOE documentation. This device stores
encrypted files on the hard drive of the PC that has been designated for PC Backup. The device
executes a backup each hour, separate from the main TruBridge backup. This is a continuous
process. It is recommended that each department have the Patient Progress Notes and the
Medication Administration Record (MAR) set to spool to the PC Backup device. Spooling means
that the system will download the information to the PC Backup’s hard drive for storage. The CPOE
backup component will include orders that physicians have placed electronically.

If the system fails, the following protocols should be implemented as soon as possible to ensure
the continuum of documentation. 

· Print off information from the PC Backup. You will have the ability of choosing which “backup
time” you would like to print. The documentation has been “spooled” every hour to the PC for
easy retrieval. When you select the file to print you will be prompted for your PC Backup
password in order to view the documentation.

· Reports that are usually designated to spool automatically include:
§ Patient Progress Notes
§ Medication Administration Record (MAR)

· The CPOE order report will contain orders that have been placed by physicians.

39.2 General Information

· PC Backup is used for Point of Care and ChartLink documentation.  In addition, Backup Reports
by Department is used to set up the Documentation Reports that will be spooled to the PC
Backup for any departments that use Documentation. Any Documentation Report set up in this
table will pull in PDF format and include any Documentation entered over the course of the last
24 hours. It will be sent to the PC Backup every hour on the half hour.

· PC Backup is separate from the main backup of the TruBridge system. 

· PC Backup stores encrypted files on the hard drive of the PC designated for PC Backup.

· In order to view the files stored on the PC Backup you must have a PC Backup password. For
more information on creating or changing the PC Backup password, please reference the
System Administration User Guide.

https://userareas.cpsi.com/userareas/files/user_guides/System_Administration.pdf
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· The device executes a back up each hour, storing up to 7 days of information.  After the PC
Backup has stored the last hour of information based on the amount of information to be stored,
the oldest hour will be replaced by the current hour. This is a continuous process.

· This enables your facility to print nursing documentation and CPOE orders if the system should
go down unexpectedly.   Reports will be available for printing on the current patient index. This is
useful in that staff can print hard copies of the record, rather than hand writing them if there
should be a problem with the system.

· The primary sort of the patient information that is available via PC Backup is by department.
CPOE orders are grouped by individual patient.

· Because this is a backup device, it is recommended this device and printer be connected to a
red (generator) plug in case of a power outage. It is also recommended that any hibernation
mode be turned off for the PC Backup device.

· It is recommended that the PC Backup PC have the most current version of Clientware.

· It is recommended that each department have the Patient Progress Notes and the Medication
Administration Record (MAR) set to spool to the device.  In addition to the Progress Notes, other
reports are available for spooling as well (if desired). However, facilities should be selective
regarding the reports that they set to spool to the PC Backup device because the number of
selected reports may influence the speed of the PC Backup. CPOE orders do not have a setting.
They spool automatically.

· Point of Care Reports that can be set to spool to PC Backup are:
§ 24hr Summary
§ Diabetic Flow Sheet
§ Discharge Planner
§ Discharge Summary
§ Education
§ Floor Stock
§ Graphic I & O
§ Initial Interview
§ Initial Physical Assessment
§ MAR
§ Medication Record
§ Pain Flowsheet
§ Patient Progress Notes
§ Patient Summary
§ PCA Infusion Form
§ Problem List
§ Shift Summary
§ Swan Ganz
§ Vital Signs Bar Graph
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NOTE: Please remember that facilities should be selective regarding the reports that they set to
spool to the PC Backup device, because the number of selected reports may influence the speed
of the PC Backup. TruBridge recommends that the Patient Progress Notes and Medication
Administration Record be setup in this manner as the combination of these two reports should
provide most of the information needed for patient care.

NOTE:  Backup Reports by Department is used to set up the Documentation Reports that will be
spooled to the PC Backup for any departments that use Documentation. Any Documentation
Report set up in this table will pull in PDF format and include any documentation entered over the
course of the last 24 hours. It will be sent to the PC Backup every hour on the half hour

39.3 Maintenance of PC Backup

· PC Backup should be checked each shift, either at the end or beginning of the shift.  Your facility
can determine which works best. 

· Your facility may choose to assign a specific employee to handle this task.  The Charge Nurse,
Supervisor, or Unit Secretary is the typical candidate.

· Be sure the employees who handle this task have access to the PC Backup password, required
to view or print documentation.

· There is a log that should be kept next to the PC Backup, allowing the designated person to sign-
off for their shift, confirming that PC Backup was checked and is functioning properly.

· To check PC Backup, the assigned employee will check the screen of PC Backup to assure that
times are showing each hour.  This assures that the system is backing up properly.  If there are
times missing, the assigned employee should follow the chain-of-command in calling a situation
to TruBridge.

· In order to print out notes from PC Backup, an assigned employee can click on one of the times
they wish to view or print.  Once the specific time is selected, PC Backup will give them a choice
to view or print.

· It is recommended that the device used for PC Backup be used solely for its intended purpose.
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Chapter 40 Physician Census

The Physician Census is a document that provides a physician with a concise listing of the patients
for whom he is attending or consulting, as well as the patient’s most recent vital signs. It can be
printed at anytime during the patient's stay, but it is primarily printed for physician rounds. The
nursing staff or physicians can print the report. Printing the Physician Census is optional, unless
otherwise specified by hospital policy. The report is usually not a permanent part of the patient’s
chart and can be discarded after use. 

40.1 How to Print

The Physician Census may be viewed and printed from the Virtual Chart or sent directly to a printer
using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Patient Census.

4. Select a physician by checking "All Physicians" and typing in a physician's name or select a
physician from the list.

5. Select a physician name and then "Add Selected" to add physician to Physician Selection List

6. The Physician Census can be processed for "Your Dept Only" or "All Depts" by selecting the
appropriate radio button.

7. Select Process.

System prompts "Enter Number of Copies to Print"

8.  Enter the number of reports to print.

9.  Select OK.

40.2 Description and Usage

The Physician Census is a document that provides a physician with a concise listing of the patients
for whom he is attending or consulting, as well as the patient’s most recent vital signs. (Although
the Physician Census includes some of the same information as the Physician Rounds Sheet, the
Physician Rounds Sheet can still be printed through the Nursing Department, Hospital Base menu-
X-g.)
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Physician Census
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Listed below is an explanation of each column.

· Physician Name Box (located upper right-hand corner): Displays the physician's name and
the name of the nursing unit. This information is duplicated along the bottom edge of the report as
well.

· Patient Information: A list of up to eight patients per page for whom the physician is either
attending or consulting is reflected in separate boxes and includes the following information:
§ Patient room number
§ Admitting Physician
§ Patient name, age, sex, and length of stay
§ Chief Complaint
§ Medical Record Number
§ Most recent set of vital signs: 
§ Temperature (including site)
§ Pulse (including site)
§ Respiration 
§ Blood pressure (including posture and extremity) 
§ O2, O2 L/Min, FiO2, and O2 Sat
§ Most recent weight
§ Date and time the vitals were charted
§ Name and title of the person who charted the vitals
§ Isolation
§ Fall Risk
§ Language
§ Ethnicity

NOTE: Patients, for whom a physician is consulting, are highlighted in a gray box. The attending
physician's name is indicated at the top of the box.
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Chapter 41 Physician Order Report

The Medication portion of the Physician Order Sheet is a document that includes all ordered
medications for an individual patient. The Nursing Orders portion of the Physician Order Sheet
report is a document that includes the patient’s verified nursing orders. It can be printed at anytime
during the patient’s stay, but it is primarily printed for the physicians to continue or discontinue
orders on a patient transferring within the facility. Printing the Physician Order Sheet report is
optional, unless otherwise specified by hospital policy. The report is commonly not a permanent
part of the patient's chart and can be discarded after use.

41.1 How to Print

The Physician Order Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Physician Order Report.

System Prompts, "Physician Order Report Options"
Medications
Nursing Orders
Both

If Medications is selected:
A. Physician's Medications Report prints.

If Nursing Orders is selected:
A. Physician's Nursing Orders Report prints.

If Both is selected:
A. Physician's Medications Report and Physician's Nursing Orders Report print separately.

41.2 Description and Usage

The Medication portion of the Physician Order Sheet is a document that includes all ordered

medications for an individual patient. Also it includes the option to select either continue or

discontinue the medications.

The Nursing Orders portion of the Physician Order Sheet report is a document that includes the

patient’s verified nursing orders.  It can be used by physicians to continue or discontinue orders on

a transferring patient.
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number, and page number will
appear along the bottom edge of the page.

· Patient Information: Displays patient's name, room number, age, sex, admitting physician,
consulting physician, and any drug allergies documented through the TruBridge EHR system.

· Medication Information: Displays medication description, dosage, frequency, route,
instructions, start/stop information, flow rate and components on IV piggybacks, and the option to
continue or discontinue the medication.

· Omission Information: Displays the date, time, and reason medication was omitted.

· Administration Record: Displays the date/time, nurse, dose/unit, site, and
comments/reason.

NOTE: The Physician Order Report automatically prints when verbal and telephone orders are
placed from Point of Care. Once the user places orders and then exits the order entry box, a print
dialog box with the default printer number will pop up and the 'Physician Order Report' will print with
the verbal and telephone order(s) that were just placed. The users will still have the option to reprint
the Physician Order Report from the Hospital Base Menu and Point of Care Whiteboard.
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Chapter 42 Problem Activity Report

The Problem Activity report is a document that includes the patient’s identified problems and goals
and all activity charted on each. It displays the path of progression toward resolution from the
beginning of stay. It can be printed at anytime during the patient’s stay by the nursing staff,  but the
nurse assigned to the patient primarily prints it. Printing the Problem Activity report is optional,
unless otherwise specified by hospital policy. The report is usually not a permanent part of the
patient's chart.

42.1 How to Print

The Problem Activity Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Problem Activity Report.

     System prompts "Include stricken/amended data?"

4. This option will include stricken/amended data in the report.

5. To print,select a problem and click add selected to add the problem to the Problem List to Print.

6. Select Process.

    System prompts "Print Problem Activity"

7. This allows the report to be printed by shift or from the beginning of the patient's stay
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Chapter 43 Problem List

The Problem List is a document that includes the patient’s identified problems and goals and the
current status of each. It can be printed at anytime during the patient’s stay by the nursing staff,
but the nurse assigned to the patient primarily prints it. Printing the Problem List is optional, unless
otherwise specified by hospital policy. The report is usually not a permanent part of the patient's
chart.

43.1 How to Print

The Problem List Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Problem List Report.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

43.2 Description and Usage

The Problem List is a document that includes the patient’s identified problems and goals and the
current status of each. It can be used by nurses as a reference for the latest activity charted
without having to review the Patient Progress Notes. 
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies
documented through the TruBridge EHR system. In addition to the above mentioned box, a
single line containing the patient's name, account number, age, sex, room number, and page
number will appear along the bottom edge of the page.

· Problem List Box: Shaded in gray, each box contains one problem order of up to 75
characters.

· Problem List Activity: Displays last action taken to the problem and any comment that was
added. Next to the action it will display the date, time, and name of person entering the
information. Below the Problem and Action to the problem the goals related to that problem will
be listed in order of entry and will be preceded with an asterisk. Below all goals, report will
display last action taken and any comments. Next to all goals it will display the date, time, and
name of person entering the information

· Problem List Status: The status indicates the last action taken on the problem and will
appear directly below the comment. The date and time will indicate the last time the problem
was charted on and will display the name and title of the person who charted on the problem or
goals.

· Additional Notes: Displays problems that have been resolved will display on this report.
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Chapter 44 Scheduled Medication Report

The Scheduled Medication Report is a document that includes all of the current scheduled
medications for an eight-hour time period for an individual patient or group of patients. It can be
printed at anytime during the patient’s stay, but it is primarily printed for the nurses as a worksheet
at the beginning of each shift. The nursing staff can print the report, but the nurse assigned to the
patient primarily prints it. Printing the Scheduled Medication Report is optional, unless otherwise
specified by hospital policy. The report is usually not a permanent part of the patient's chart and can
be discarded after use.

44.1 How to Print

The Scheduled Medications Report may be viewed and printed from the Virtual Chart or sent
directly to a printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Scheduled Med Report.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

 System prompts "Select Time Range for the Scheduled Medication Report"

7.  Select the shift times that the report is needed

8.  Select Print.

44.2 Description and Usage

The Scheduled Medication Report is a document that includes all of the current scheduled
medications for an eight-hour time period for an individual patient or group of patients. This report
can be used as a worksheet by nursing at the beginning of the shift to conduct an organized and
timely routine for administering medications. PRNs and large volume IVs do not print on the report.
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Listed below is an explanation of each column.

· Patient Information: Displays patient's name, patient’s account number, room number, age,
sex, admitting physician, and any drug allergies documented through the TruBridge EHR system.

· Medication Information: Displays medication description, dosage, frequency, instructions,
"Unverified" if the medication has not been verified, flow rate, and components on IV Piggybacks. 

· Omission Information: Displays date, time, and reason medication was omitted. Will also
display the check time which indicates that a medication was not administered within thirty
minutes before or 30 minutes after the scheduled time.

· Administration Schedule: An eight-hour time frame prints beside the Omission Information
section. It indicates the scheduled time for each medication. A "G" displays below the appropriate
time, indicating when the medication was given.
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Chapter 45 Shift Summary Report

The Shift Summary Report is a document that includes all shift summary information that has been
documented in the previous 24 hours of the patient’s stay. It can be printed at anytime during the
patient’s stay by the nursing staff. Printing the Shift Summary Report is optional, unless otherwise
specified by hospital policy. The report is usually not a permanent part of the patient’s chart and can
be discarded after use.

45.1 How to Print

The Shift Summary Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Shift Summary Report.

    System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report..

5. There are two options available; Patient or Physician. The Patient option allows the user to
choose specified patient(s) and the Physician option allows the user to select patients by their
attending physician.

    System prompts "Enter Number of Copies to Print"

6.  Enter the number of reports to print.

45.2 Description and Usage

The Shift Summary Report is a document that includes all shift summary information that has been
documented in the previous 24 hours of the patient’s stay.
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays the following:
§ Patient's name
§ Account Number
§ Medical Record Number
§ Sex
§ Condition Code
§ Diet
§ Admitting Physician
§ Second Physician
§ Chief Complaint
§ Working Diagnosis 1 
§ Working Diagnosis 2
§ Length of stay
§ Patient account number
§ Age, sex, & room number
§ Medical Record number
§ Any drug/food allergies documented through the TruBridge EHR system
§ Advanced Directive
§ Smoking Status
§ Isolation Status
§ Fall Risk
§ Language
§ Ethnicity
§ Immunizations

· Entries: Displays all shift summary information charted the previous 24 hours through Point
of Care.
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Chapter 46 Swan Ganz

The Swan Ganz report is a document that includes hemodynamics (CVP, PAP, PAWP, CO,
MPAP, SV, SVR, PVR, and CI). It  can be printed at anytime during the patient’s stay. The nursing
staff can print the report, but the nurse assigned to the patient primarily prints it. Printing the Swan
Ganz report is optional, unless otherwise specified by hospital policy. The report is usually not a
permanent part of the patient's chart. 

46.1 How to Print

The Swan Ganz may be viewed and printed from the Virtual Chart or sent directly to a printer using
the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Swan Ganz.

46.2 Description and Usage

The Swan Ganz report is a document that includes hemodynamics (CVP, PAP, PAWP, CO,
MPAP, SV, SVR, PVR, and CI). 
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical record number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

· Entered Values: Displays the date and time the information was charted, name and title of the
person who entered the information displays next to the first entry only.  Name and title will not
display beside each entry made by that person.  Will also display in columns, the following Swan
Ganz values that have been entered into the system:  
§ (CVP) Central Venous Pressure
§ (PAP) Pulmonary Artery Pressure
§ (PAWP)    Pulmonary Artery Wedge Pressure
§ (CO) Cardiac Output 

· Calculated Values: Displays in columns, the following calculated values which are derived from
the charted Swan Ganz values:  
§ (MPAP) Mean Pulmonary Artery Pressure
§ (MAP) Mean Arterial Pressure (will display even if Cardiac Output is not entered)
§ (SV) Stroke Volume
§ (SVR) Systemic Vascular Resistance
§ (PVR) Pulmonary Vascular Resistance
§ (CI) Cardiac Index
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Chapter 47 Transfer Form

The Patient Transfer Form is a document that includes the patient’s demographics, transferring
and receiving facilities, medical information, active pharmacy orders, transfer consent, request or
refusal, and other information pertinent for the transfer process. It can be printed at anytime during
the patient’s stay, but it is primarily printed at patient transfer from the hospital. The nursing staff
can print the report, but the nurse assigned to the patient primarily prints it or staff who make
modifications to the report. Printing the Patient Transfer Form is mandatory, unless otherwise
specified by hospital policy. The report is usually a permanent part of the patient's chart.

47.1 How to Print

The Transfer Form Report may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Transfer Form Report.

System prompts "Include stricken/amended data?"

4. This option will include any stricken or amended data in the report.

System prompts "Enter Number of Copies to Print"

5.  Enter the number of copies to print.

6.  Select OK.

47.2 Description and Usage

The Patient Transfer Form is a document that includes the patient’s demographics, transferring
and receiving facilities, medical information, active pharmacy orders, transfer consent, request or
refusal, and other information pertinent for the transfer process. 
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Listed below is an explanation of each column.

· Patient Demographic Information: Displays patient's name, address, sex, birth date, religion,
insurance company, policy number, address, dates of admission, discharge, transfer, and facility
transferring FROM and TO. In addition to the above mentioned information, a single line
containing the patient's name, medical record number, account number, age, sex, room number
and page number will appear along the bottom edge of the page.

· Patient Medical Information: Displays the most recent:

§ Temperature § Pulse § Respirations

§ Blood pressure § Height and weight § Diet

§ O2 L/Min § FiO2 § O2 Sat

§ Pharmacy orders unless discontinued from the Pharmacy Department



POC Reports User Guide195

© 2025 TruBridge

Chapter 48 Vital Sign Bar Graph

The Vital Signs Bar Graph is a document that displays the patient’s temperature, pulse,
respirations, and blood pressure in numeric and bar graph form. The vital signs are listed in
chronological order. It can be printed at anytime during the patient’s stay by the nursing staff.
Printing the Vital Signs Bar Graph is optional, unless otherwise specified by hospital policy. The
report is usually not a permanent part of the patient's chart.

48.1 How to Print

The Vital Sign Bar Graph may be viewed and printed from the Virtual Chart or sent directly to a
printer using the Printing menu.

1. From the Patient Whiteboard, select a patient.

2. From the Virtual Chart select the appropriate tab.

3. Select Vital Sign Bar Graph.

4. Select a patient by choosing "This Department", "My Patients", or "Current Patients."

5. Click patient name and then "Add Selected" to add patient to Patient Selection List

6. Select Process.

 System prompts "Select Time Range for the Vital Signs Bar Graph Report"

7.  Select the shift times that the report is needed

8.  Select Print.

48.2 Description and Usage

The Vital Signs Bar Graph is a document that displays the patient’s temperature, pulse,
respirations, and blood pressure in numeric and bar graph form. The vital signs are listed in
chronological order.
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Listed below is an explanation of each column.

· Demographics Box (located upper right-hand corner): Displays patient's name, admitting
physician, age, sex, room number, medical records number, and any drug allergies documented
through the TruBridge EHR system. In addition to the above mentioned box, a single line
containing the patient's name, account number, age, sex, room number and page number will
appear along the bottom edge of the page.

· Temperature: Displays numeric scale ranges from 96 - 106 degrees Fahrenheit, 33 - 43
degrees Centigrade, date and time each entry was charted, name and title of the person who
charted each entry, and the site the temperature was taken:  oral, rectal, tympanic, axillary or
swan ganz. The value will be indicated numerically and then reflected on the bar graph.

· Pulse: Displays numeric scale ranges from 60 - 160, date and time each entry was charted,
name and title of the person who charted each entry, and the method the pulse was taken: radial,
brachial, femoral, carotid or "other"  (The "other" option allows any additional method to be
recorded, for example: apical). The value will be indicated numerically and then reflected on the
bar graph.

· Respiration: Displays numeric scale ranges from 10 - 60, date and time each entry was
charted, and the name and title of the person who charted each entry. The value charted will be
indicated numerically and then reflected on the bar graph.

· Blood Pressure: Displays numeric scale ranges from 20 - 200 for diastolic and systolic, date
and time each entry was charted, name and title of the person who charted each entry, position
of patient while the blood pressure was taken: lying, sitting, standing, or doppler. The value
charted will be indicated numerically and then reflected on the bar graph. On the Bar Graph note
that the darker shade indicates the diastolic reading while the lighter shade indicates the systolic
reading. 

· Oxygen: Displays O2 L/Min, FiO2, and O2 Sat.
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